
 

1 

 

 

 
Sunderland GP Out of Hour Improvement 
Event 
 
10

th
 – 11

th
 September 2014 

 
12 August 2014 
 
 

Improvement Event 
Summary Report 
 
 
 
 
 
 
 
 



 

2 

 

 
 

Contents 
 

Description Page 

Event Introduction 3 

Project Form 1 4 

Project Form 2 5 

Day One – Introduction 6-7 

Day One – Group Expectations 8 

Day One – Current State Process Map 8-9 

Day One – Data 9-11 

Day One – Service User and Stakeholder Feedback 11-12 

Day One – High Level Model Principles 13-14 

Day Two – Working Groups and Team Members 14 

Day Two – Testing the Model 14 

Day Two – Working up the Model  14-17 

Day Two – Asking the Patients 17 

Car Park 17 

Key Learning 18 

Summary Report/Report Out 18 

Next Steps 19 

Thanks 19 

Appendix One 20-21 

Appendix Two 22-24 

 

 
Thank You! 

 
The thoughts, ideas and future actions of the GP OOH Improvement Event Team are 
enclosed within this feedback report. Many thanks to everyone involved for their contribution, 
enthusiasm and innovation. 

 

Contacts 

 
If you require any further information relating to this report please contact: 

Dr Tracey Lucas      Natalie McClary 
SCCG Executive GP – Lead Urgent Care  SCCG Reform Manager 
Tlucas@nhs.net      Natalie.mcclary@nhs.net 
0191 5128456      0191 5128456 
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Event Introduction 
NHS Sunderland Clinical Commissioning Group has a five year plan to support its vision of Better 
Health for Sunderland.   
 
10 transformation changes have been identified as a priority to drive forward the 2013/14 
operational plan.  The transformational changes are aligned to the Sunderland Urgent Care Board 
and are outlined below: 
 

 Procure and mobilise GP Led UCCs 

 Procure and mobilise A&E Hub 

 Procure and mobilise the Out of Hours (OOH) Integration 
 
The Sunderland Urgent Care Boards Vision is: 
 
“To develop a safe, sustainable, efficient, consistent and co-ordinated health care   system 
accessible to all, with seamless handover of care that is available 24 hours per day across 
Sunderland”. 
 
The GP OOH Project Group is responsible for the delivery of the GP OOH transformational 
change and associated outcome aspirations.   
 
The project group agreed to undertake a service improvement event to review the current state 
and generate ideas for a future model with all stakeholders across the system. 
 
The aims of the improvement event were to: 
 

 Reduce ‘hand offs’ between professionals/services 

 Patient to be seen in  right place first time  

 Reduce time taken to receive assessment by the most appropriately trained professional, in 
the most appropriate location 

 Standard work to support consistency and safety 

 Improve the wider community’s understanding of OOH pathways by providing a clear single 
point of contact  

 Develop a clear pathway between services e.g. Intermediate Care Hub  (Community Nursing) 
and GP OOH’s service 

 Improve information sharing between services 
 
The project group identified sponsorship for the event to trouble shoot any issues and support the 
ongoing development of the work following the event.  The project group and sponsors agreed to 
hold a two day event in order to achieve the set aims: 
 

 Day one; Commissioners to review the current state with all stakeholders/providers 
nominated via the Sunderland Urgent Care Board and obtain suggestions and ideas to 
support the development of a future model 

 Day two; Commissioners only to review ideas and suggestions from stakeholders/providers to 
help inform decisions regarding the further development of the future GP OOH model for 
agreement at the CCG GP OOH project group 

 
The following pages provide an overview of the discussions and outcomes from both days, which 
the GP OOH project group will consider upon development of the final GP OOH model for 
Sunderland.  
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Day One – Introduction 
 
Sponsor Introduction and Steer 
The event sponsors are identified below and have supported the planning and development of the 
event: 
 

 Debbie Burnicle, SCCG Director of Commissioning and Reform 

 Ann Fox, SCCG Director of Patient Safety and Quality 

 Dr Ian Pattison, SCCG Chair 
 
On behalf of all sponsors Dr Pattison asked everyone to be bold, brave and courageous! 
 
He highlighted the importance of reviewing the existing service as it has been in operation for the 
last ten years and needs to look at how it can further improve and integrate into the Sunderland 
urgent care system over the next two years. 
   

GP OOH Service Background 
The process owner of the event, Dr Tracey Lucas, provided key areas of information to help set the 
scene of the event and support discussions, as well as highlighting opportunities for this work to link 
with other transformational changes within the CCG: 
 

 History and context of GP OOH services 

 Key elements from the Sunderland Emergency Care Intensive Support Team (ECIST) Report - 
June 2013 

 Principles of urgent care reform from the Keogh Urgent Care Review, phases one and two 
(2013) 

 

Other Transformational Change Links and Considerations 
The group were informed and presented with other transformational work programmes to help 
inform the future GP OOH service.   
 
The first work stream presented was the intermediate care hub.  This work is currently being 
developed within the city to provide a community hub to help: 
 

 Keep people at home 

 Monitor and oversee the use of community beds supporting GP step up and hospital step down 
processes 

 Establish clear links to local integrated teams, whose aim is to concentrate on disease 
prevention and the complex patient case load within the city (2-5% population) 

 
The aim of the hub is to consist of the following teams under one management structure however 
medic/GP support is a key component to complete its function.  Therefore the project was 
highlighted to group members as the future GP OOH service may be able to provide this function 
during OOH periods.  Obviously further work is under development regarding the medic/GP in hour 
input, as well as other outcomes from the workshop: 
 

 Intermediate care team 

 Urgent care team 

 Palliative care 

 Social Work 

 Community therapy 

 Interface team 
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A visual overview of the intermediate care hub is provided below, current discussions are underway 
to potentially change its name to the Recovery at Home Service.  
 

 
 
As well as the intermediate care hub or Recovery at Home Service the group were also made 
aware of other local pilots or initiatives across the city which may impact upon the future GP OOH 
service.  The picture below identifies those services and initiatives  as well as their location across 
the city.  
 
 

 

 

Urgent care centres 

Open 10:00 – 
20:00hrs Mon – Fri 
and 10:00 – 22:00hrs 
Sat, Sun and Bank 
Holidays: 
 

 Bunny Hill 

 City Hospitals 
(Vision 24/7) 

 Washington 

 Houghton 

Locality Innovations 

 
General practice 
extending hours 

Recovery at Home 
Service/Intermediate 
Care Hub 

 
08:00 – 22:00 7 days 
per week with a vision 
to be 24/7 
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Day One Group Expectations 
The group were asked to name one thing they would like the service to change or improve, the 
following was noted from group members.  
 
One Thing I would like to Change? 

 Increase patient and professional awareness and knowledge of the service 

 Transport (don’t lose this element of the existing service) 

 Improve home visit response times 

 Enhance quality of consultation 

 Improve clinical handovers between the wide range of professionals in contact with the service 

 Patients correctly streamlined in and out of service 

 Improved information sharing 

 Review clinical quality of the service 

 Extending hours 

 Improve end of life pathway 

 Streamline the process 

 Educate patients – self care is appropriate! 

 Improve on methods of communication and technology 

 Improve hospital discharge process, to ensure GP OOH service does not need to pick up 
patients who have been discharged within only a number of hours (social work elements) 

 Better integrated working 

 Move from traditional ways of working and do something outside the box! 

 Reduce handoffs 

 

Day One - Current State (Process Map) 
 
Current State Process Map 
The current service process map was developed outside the improvement event by reform 
managers and the current GP OOH provider.  
 
The map was developed using retrospective data from 111 referrals into the service both by 
patients or professionals.  Primecare provided thirty case studies across four main service 
outcomes.  Table one identifies the patient outcomes and a summary of the case study types 
provided within each outcome thus providing a flavour of the activity accessing the existing service.  
The last column provides a percentage of the activity type for that outcome for 2013/14. 
 
Table One 

 
 

No 
 

Patient Outcome 
Number of 

Case 
Studies 

 
Summary of Case Studies 

% of 
Activity 

Type 

1 Telephone Advice 7 Majority of case studies required  assurance,  advice for 
anxious patients, dental or mental health patients.  

50% 

2 Face to Face 
Appointment 

8 Case studies provided a variety of patient conditions.  Mix of 
palliative care, paediatrics with infections, dental problems 
and acute gastritis.  

38% 

3 Home Visit 5 All case studies were palliative care patients, medication 
requests and verification of deaths.  

9% 

4 Urgent Care Team 5 All case studies were elderly patients either living within a 
care home setting or on their own suffering from a long term 
or palliative care condition.   

1% 

5 Referral to 
Secondary 
Care/Other 

5 Case studies were a mix of those patients who had spoke 
with the GP OOH via phone or had attended for a ‘face to 
face’ appointment.  Conditions included a pregnant lady with 
shortness of breath, paediatric vomiting and knee stiffness.  

1% 
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From the thirty case studies provided, nine were selected and mapped for group discussion 
(pictures one and two).  Appendix one identifies a summary of these patients and the defects noted 
within them using the colours and information flows identified through process mapping. 
 
Members of the group were asked to review each of the nine patient pathways and validate the 
current state. All pathways were validated by the group; however the following area was questioned:  
 

 Palliative care team representation identified that all palliative care nurses are trained in verifying 
‘expected’ deaths hence GP OOHs should not be contact for ‘expected deaths’.   

 
Key themes and defects identified by the process map are: 
 

 Duplication of 111 and GP OOH triage 

 Variety in GP OOH triage (second triage)  

 Defects within the 111 Directory of Services (DoS), as patients with mental health and palliative 
care issues, as well as verification of expected deaths could have potentially been suitable for 
other specific services rather than GP OOHs 

 Number of defects regarding information sharing, if 111 had access to patient notes or 
information, potentially patients could be directed to a more suitable service 

 Health Care Professionals (HCPs) not having direct access to GPs for medication requests or 
other issues 
 

Picture One          Picture Two 

 

                                 
 
 

Day One Data 
Data collection from the previous four years had been collated to provide an understanding of 
activity levels and type.   
 
The following graph provides annual activity for the service between 2010/11 – 2013/14, identifying 
a reduction in activity, which can be a result of the introduction of 111 in December 2012.  
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Graphs one and two provide an overview of the annual activity for the existing service from the 
previous four years, sorted by patient outcome e.g. telephone advice, appointment, home visit (H.V) 
etc. The key trend from the activity is that telephone advice has streadily increased over the 
previous four years, where face to face appointments, home visits and referral to community teams 
has reduced.   
 
Graph One – Provides annual activity for each service outcome 
 

 
 
Graph Two - Provides a monthly average of activity for each outcome 
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Analysis undertaken regarding patient condition type supports case study information provided in 
table and graph one.  Graph three identifies the top conditions with levels of activity of 50 and over 
recorded for the time period of May – July 2014 (3 months activity). Although dental pain is 
identified within the case studies it does not heavily feature within the condition analysis, however a 
number of condtions are recorded under ‘other reason’, which will be a catch all for a number of 
conditions.  
 
Graph Three – Primecare Condition Anslysis 
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Day One - Service User and Stakeholder Feedback 
A six week (16

th
 June – 28

th
 July 2014) patient, public and stakeholder engagement strategy was 

developed by the GP OOH project group to support the improvement event and the GP OOH 
service specification.  Various activities and methods of engagement were developed and 
undertaken by the group to obtain patient and public opinion, ideas and suggestions.  Appendix two 
summarises the methods of engagement undertaken. 

  



 

12 

 

Key themes from all areas of engagement were: 
 

 Patients with learning disabilities, autism or mental health issues don’t use the 111 number – 
they don’t feel they can access it.  Often carers have problems with the service when ringing on 
behalf of the patient 

 Patients confusing in hour GP access with OOHs, some patients not knowing that the OOH 
service exists 

 Patients would attend appointments if provided after 10.30pm, providers completing 
questionnaires also identified the need for appointments to be available after 10.30pm 

 Transport to and from appointments is a good element of the service to keep 

 Majority of patients were happy for professionals to access their medical records 

 Majority of patients were happy to travel between 7-10 miles for an appointment 
 
The engagement process has been one of the most successful patient engagement initiatives 
undertaken by the CCG therefore the strategy and outcomes will be formalised within a report to 
share across the CCG to help inform future patient and public engagement work.   
 

Day One - Working Groups and Feedback 
Following the information provided relating to transformational changes, patient pathways and 
experiences as well as service data.  The following groups in table two were developed to work on 
high level principles of a future model. The table identifies an overview of their feedback, each 
group having common themes.  Figure one provides visual feedback.   
 
Table Two 
 

Group Team Members Group Work Summary 

1 Fadi Khalil – CCG GP Clinical Lead  
Raj Khana – CHS ED Consultant 
Mike Harrison – NDUC UCCs 
Paul Brown - NTW 
Stacey Ayre – NEAS, 111  
Tracey Davis – CCG, Project Support 
Val Taylor – CCG, GP Executive 

- Direct access via 111 
- DoS to be populated properly to transfer patients to the 

right service via 111 
- HCP to have direct access to service 
- GP to book OOH appointments directly into UCCs, no need 

for GP OOH service to provide this function if UCCs do 
- ED UCC to provide face to face OOH appointments 
- Information, integration between stakeholders 
- Links with intermediate care need to be made 

2 Tracey Lucas – CCG, GP Executive 
Ian Holliday – CCG, Reform Lead 
Martyn Farrer – CHS, ED Clinical 
Director 
Mathew Johnston – STFT, Urgent 
Care Team 
Denise Pickersgill – NTW, Mental 
Health 
Mike Crowzier –Sunderland City 
Council, Social Worker 
David Robinson – CCG, Locality 
Commissioning Manager 

- Information sharing 
- One point of access 
- GP to be part of intermediate care hub, does this need to 

be co-location or could it be done virtually?  
- 2-5% of population (complex patients) to have direct access 

to intermediate care hub, these patients need to be flagged 
to 111, allowing direct access 

- GP Intermediate care hub co-location must be 24/7 -
consistency 

- Face to face appointments to be provided by UCCs  
- New GP OOH service to concentrate on home visits, 

working with community teams and telephone advice 

3 Natalie McClary – CCG, Reform Mgr 
Angela Frankish – Primecare,  
Louise Keeler – Primecare, General 
Mgr 
Laurie Robson – CCG, Contract Mgr 
Denise Slark – STFT, Palliative Team 
Steve Adams - NEAS 
Eric Harrison – CCG, Locality Practice 
Manager 
Angela Gillham – CHS, Divisional 
Manager 

- Same  IT links 
- Work within intermediate care hub, GP working part of a 

team!  Keeping patients at home via home visits and getting 
right professional to the patient for their need 

- 111 direct access to service (DoS) 
- Direct access into service for HCPs 
- No duplication of service i.e. no GP face to face 

appointments during UCC provision 
- Listen to patients and provide appointments for patients 

after 22:00hrs 
- Locations of service could be hub, CHS or both? 
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Figure One - Group 1, 2 and 3 Feedback 

 

 
 
Day One – High Level Model Principles 
From key themes feedback through group work, the whole group identified high level principles for 
the future model to inform commissioner discussions the following day: 
 
1. Co-located MDT (24/7 – 365 days) including social, psychological and clinical expertise 
2. Information Sharing - Special Patients Notes (SPN), EMIS Web Sharing and Summary Care 

Record 
3. Service to be co-located with Intermediate Care Hub 24/7! 
4. Support the streamlining of high complex patients (2-5%) as well as dealing with the service 

full case load 
5. Ensure patients self-care when appropriate, supported by necessary educational material etc  
6. Reduced patient hand-offs – patients are seen at the right time and place by the right 

professional 
7. Ensure service dove tails with other work programmes (integrated teams, UCCs, 111 and 

intermediate care hub) 
8. Transport (111 and UCCs) 
9. Utilisation of 111 
10. Standardisation of advice, consultation, and governance 
 
The following comments were made by the group upon development of the principles for 
commissioners to consider: 
 

 24/7 intermediate care hub needs to ensure it does not duplicate core GP services 

 Ensure information sharing challenges are linked with the integrated teams work stream 

 Information sharing is critical to the development of all transformational changes 

 Information sharing must be standardised i.e. standardisation of ‘hand offs’, supporting 
standard consultations and governance 

 In order to support the streaming of the 2-5% of patients, patients need to be identified jointly 
(Better Care Fund) 

Group One 

Feedback 

Group Two 

Feedback 

Group Three 

Feedback 
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 Local Authority to use NHS numbers to help triangulate data 

 2-5% of complex patients need special patient notes and to be flagged on the 111 system to 
ensure patients are identified as being “known to the intermediate care hub”  but still go 
through module 0 to a clinician 

 For 111 to work the DoS must be updated to ensure patients are streamed accordingly 

 Don’t forget transport! 

 Ensure patient education and promotion of self-management is key – joint self-care initiatives 
across the whole urgent care system 

 

Day Two – Working Groups and Team Members 
Day two consisted of one working group identified within table three: 
 
Table Three 
 

Group Team Members 

 
 
1 

Fadi Khalil – CCG GP Clinical Lead  
Tracey Davis – CCG, Project Support 
Val Taylor – CCG, GP Executive 
Tracey Lucas – CCG, GP Executive 
Ian Holliday – CCG, Reform Lead 
David Robinson – CCG, Locality Commissioning Manager 
Natalie McClary – CCG, Reform Manager 
Laurie Robson – CCG, Contract Manager 
Eric Harrison – CCG, Locality Practice Manager 

 
Day Two – Testing of the Proposed Model – Group Outcomes 
The group tested the proposed model principles against the nine patient pathways identified within 
the current state process map.  
 
The test identified that the new model would improve the following areas: 
 

 Reduce steps within patient pathways 

 Reduce variety within patient outcomes 

 HCPs having direct access to GPs to discuss patient cases or obtain medications etc 

 Patients being directed to the right service within the right time and place, supported by a up to 
date 111 DoS: 
 
- UCCs for a face to face appointment via 111 
- GP for telephone advice or home visit in collaboration with community teams 
- Mental health (crisis teams) 
- Palliative care  

 

 Better use of resources, palliative care teams to verify expected deaths not GP OOHs 

 Better use of resources for patients requiring a home visit e.g.  GP, UCT or both or social work 
rather than a clinician 

 Better working relationships between teams, especially GPs, community nursing and social 
work 

 Data sharing helping inform teams to treat the patient for their need at that time, no duplication 

 

Day Two – Working up the Proposed GP OOH Model – Group Outcomes 
The high level principles from day one were re-affirmed by commissioners on day two prior to 
completion of further work on the proposed service model. The final visual model for discussion 
within the GP OOH project group is represented below.  The model also identifies links to other 
impacting transformational changes, as discussed within the event.  
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High Level Service Description and Outcomes 
The following areas provide a high level description of the proposed GP OOH model, areas 
highlighted in grey relate to other impacting transformational changes/services which will need to be 
considered by necessary project leads to support the function of the whole urgent care system. 
 
1. Service Description/Care Pathway 

 Streamlined standard service 

 Single Point of Access 

 GP Led 

 Timely access to GP’s who will be an integral part of the intermediate care hub 

 Right time, place and person   

 Focus of 2-5% complex patients, as well as the population as a whole! 

 Links with key transformational changes e.g. intermediate care hub and integrated teams, as 
well as urgent care centres and City Hospitals Sunderland 

 Key elements of the pathway description are identified within the GP OOH project group terms 
of reference  
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2. Referral Criteria and Sources 
 

 Sources: 
- 111, including 111 HCP line e.g. District Nursing and Palliative Care “warm transfer” 
- The intermediate care hub will provide direct access to patients identified within the - 2-5% 

only, which GP OOH will be an integral part of 
 

 Criteria: 
- Clinical profile on DoS to remain the same minus face to face appointments 
- UCC will provide direct access to 111 for bookable face to face appointments 
- GP OOH service will need access to book directly into UCC for patients who may require a 

face to face appointment following telephone advice with the GP (low number of patients) 
 

 Criteria for other linked transformational changes to be considered: 
- Higher ranking of the UCC service to be completed on the 111 DoS to support Face to Face 

appointments to be undertaken by UCCs rather than GP OOH service 
- Intermediate care hub service to be completed on the 111 DoS once service amended 
  

 Response times: 
- GP element to remain the same 
- Intermediate care hub time to be discussed and agreed 

 

3. Staffing 

 GP’s - number depending on activity figures (111).  Possibly 1-3 GPs depending on time of 
day and activity – roughly 33 calls per day 

 GP training 

 Transport for GPs (home visits) – driver per doctor 

 Transport for patients to UCCs - this would need to be considered via 111 and UCC work 
streams/mobilisation plans.  Need to review activity and cost.  

 No receptionists when compared to previous model but admin would be required for the GP 
team (1 person) 

 Pharmacy to be discussed further, pharmacy currently shared across other services i.e. 
community nursing, not fully utilised by the existing GP OOH service 

 

4. Key Performance Indicators (KPIs) and Qualitative Measures 
KPIs and qualitative measures discussed by the group were in line with the improvement event 
outcomes identified by sponsors.  High level indictors were discussed below but would need further 
development and agreement via the GP OOH project group etc: 
 

 Demonstrate objectives and timelines for information sharing and how it will be done 

 Demonstrate how the service is or will work with providers on standardising information upon 
patients transfer 

 Service metrics and regular audits collated to review service trends: 
 

- Patient hand offs between GP and ED/secondary care (potentially less admissions) 
- GP telephone advice (potential decrease) 
- Telephone advice resulting in a referral to an UCC (potentially low levels) 
- GP home visits (potential increase) 
- Referrals to community teams (potential increase) 
- Inappropriate 111 referrals into service (information to be delivered by the 111 provider not 

OOH provider) 
 

 Demonstrate the delivery of self-care to patients  

 Ensure KPIs and Minimum Datasets (MDS) for other services/transformational changes are 
pulled through into the GP OOH service specification and visa versa to ensure all qualitative 
measures and performance areas are interlinked 

 Duplicate NEAS warm transfer times (benchmark) from 111 to GP pick up/call collect 



 

17 

 

 Demonstrate how safeguarding is undertaken 

 Demonstrate various methods of patient involvement/satisfaction 

 Integration of services: 
 
- Stakeholder questionnaires to monitor integration 
- Demonstrate various methods of integration and outcomes of working with other clinical 

teams within the intermediate care hub e.g. clinical protocols and information sharing 
 

 Better use of resources: 
- Evidence use of patient management plans 
- HCPs use of service to increase.  Provider to make links with HCPs and increase uses e.g. 

My DoS 
 
5. Location 

 Agreed that location of the service would be co-located with the intermediate care hub.  
Although this is currently at Houghton PCC, this may change in the future – location to be 
finalised by intermediate care transformational change project group 

 

Day Two – Asking the Patients! 
Two patients involved within the patient and public involvement strategy attended the improvement 
session to obtain their views, ideas and suggestions regarding the high level principles and model 
developed at this stage.  The following comments were made: 

 
 
 
 
 
 
 
 
 

 
 
 
Car Park 
Things for consideration going forward, which couldn’t be agreed or resolved upon at the 
improvement event: 
 

 Hub capacity to deal with calls?   (UCT activity/GP OCH current activity) 

 Response times? 

 Competency of District Nursing Teams regarding training to verify deaths (end of life patients)?  
Palliative Care Team are all trained to ‘verify deaths’ but how do we ensure the DoS is up to 
date to avoid these calls reaching the GP OOH service?   

 Managing flow to and from the hub?   Capacity? 

 Simple issues/problems in complex cases? 

 Issue around spec for mental health crisis team? 

One consistent 
message to be 

delivered to the public 
and patients about 

services. 

People probably don’t 
understand what 
saying no to data 
sharing means – 
need to explain 

further to the public. 

Help patients to self-care by 
involving the Red Cross, St 

John Ambulance.  Could also 
provide first aid care/training 

in schools? 

Communication to the public to ensure they know how to use 
services including this one e.g.  

 Patient groups (face to face) 

 GP practice TVs, leaflets 

 Pharmacies 

 Church Halls and Community Centres 

 Media (newspapers, websites, Sun FM and Social 
Media 
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Key Learning 
Key learning from the event related to how interlinked the CCG transformational programmes are 
and how important it is that they link together and aren’t undertaken in isolation.  The key 
transformational work programmes have planned improvement events scheduled throughout 
September 2014, therefore project leads for those workshops will continue to ensure service 
changes are interlinked going forward.   
 
Other learning from the event was the confusion regarding the terminology used for these work 
programmes, not just to members of the public but professionals too.  Project leads will work 
together to review and develop more suitable terminology and understanding of these work areas to 
try and stop confusion going forward: 
 
1. Intermediate Care Hub 
2. Integrated Team Hubs 
3. City Hospitals Sunderland Big Front Door Hub 

 

Summary/Report Out to Sponsors and Team Members 
Sponsors identified the event had delivered its objectives and more, especially in relation to the 
importance of links between transformational work programmes.  Key feedback/comments from 
sponsors are summarised below: 
 

 Terminology is a big area of confusion at the moment and needs to be addressed between 
programme leads and groups 

 The model must be 24/7 in terms of access to a GP within the intermediate care hub, could a 
cohort of GPs deliver this element of the service specification – this element will be key in the 
writing of the service specification 

 A sponsor asked why a GP role is key in supporting the intermediate care hub, it was explained 
that GPs undertake a risk management role 

 Sponsors were happy for the 111 service to undertake the triage of patients requiring a ‘face to 
face’ appointment and be directed to UCCs.  Understanding that the GP OOH service will be 
responsible for triaging the rest of the patients within the system e.g. telephone advice and 
home visits noted further work with CHS is key in enabling this element of the service to be 
operational 24/7.  

 Important that the event and work going forward has included elements raised by patients and 
other service providers, which it has e.g. keeping transport and providing planned appointments 
24/7. 

 
Sponsors and team members were very positive regarding the outcomes of the event and felt a 
good foundation had been set to develop work further: 
 
 
 
 

 
 
 
 
 

 
 

 
 

Very 
impressed! 

Sensible to have a 
phased approach to 
improvement! 

Keep pressure on 
information 

sharing and get 
the commitment! 

 
Fab! 
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Next Steps - Project Group Meeting 
The event outcomes will be feedback to the GP OOH project group on the 24th September to inform 
the procurement process from October 2014.  The report will also be fed back to the CCG urgent 
care and out of hospital boards to inform and support other transformational changes. 
 
Table four identifies a list of actions and draft timescales going forward for the project group and 
other improvement leads to consider.   
 
Table Four 
 

No Action Description Timeframe Lead 

1 Service Specification for GP OOH Service to be 
written and service procured 
 

June 2015  
 
 

GP OOH 
Procurement/Project Group 

2 OOH Face to Face Service provision to be agreed 
with providers (June 2015), including patient 
transport? 
 

ASAP 

3 Pharmacy Service Provision is included within 
future GP OOH contract 

June 2015 

4 GP 24/7 input into the Intermediate Care Hub 
(consistency), possible GP consultation (May – 
September 2015) 
 

May – September 
2015 

Angela Farrell 
 

5 Service location (co-location with intermediate care 
hub), ensuring physical space and links 

May 2015 Angela Farrell 
Natalie McClary 

6 Defects from process map to be actioned via 
various transformational change leads or reform 
managers (Appendix Two)  
 

 
September 2015 

Laurie Robson 
Natalie McClary 
Angela Farrell 

Jackie Spenser 
Ed Hutton 

7 Terminology of transformational changes to be 
undertaken and signed off by both OOH and urgent 
care boards.   
 

October/November 
2014 

Ian Holliday 
 

8 To ensure we do not work in isolation and future 
links between transformational change work 
streams are in place and regularly communicated 

Continuous Ian Holliday 
 

9 Information Sharing Strategy TBC Scott Watson 

 

 
 
 

Thanks 
The GP OOH project group would like to thank the event sponsors and organisational development 
team for supporting the event, as well as the patients and stakeholders who have been a key part in 
the process leading up to the event.  
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Appendix One – Process Map Patient Flows and Information 
 

No Pathway Summary Professionals/Ca
rers Involved 

Information  
Flows 

How Defects Noted 

1*  Elderly gentleman in crisis (confusion) 

 Carer contacted service as gentleman confused, 
wondering with other associated symptoms 

 Known to social work teams 

 Carers X3 times per day 

 Lives alone 

 Saw own GP that week, has antibiotics for UTI and waiting 
results from head CT 

 Safest option to admit rather than arranging care (health 
needs weigh higher that social needs at this point) 

 Patient referred to ED for admission following telephone 
advice 

 GP 

 NEAS 111 operator 

 Carer 

 Secondary care 
contact (ED 
consultant/nurse/
receptionist) 

 GP OOH IT 
system 

 NEAS IT system 
(crew and 
111) 

 ED IT systems 

 Telephone 

 NEAS 
vehicle 

 Duplication of 111 and GP OOH triage 

 Variety in GP OOH triage, outcome will depend 
upon GP on shift, similar to in-hours 

 Possible visit may have prevented admission 

 Patient known to local authority and community 
teams, further intervention may have prevented 
crisis (2-5%) 

2  Patient contacts GP OOH service for advice for a history 
of swelling of hands and thighs 

 Has rash, no swelling of lips or tongue with no shortness 
of breath 

 Patient advised to attend GP OOH service for 
appointment 

 Patient attends appointment, is examined, examination 
normal.  Diagnosis of allergy query cause 

 sent to ED for further blood tests and treatment, possible 
antibiotics (use of own transport) 

 NEAS 111 operator 

 Patient friend 

 GP 

 GP OOH 
Receptionist 

 Secondary care 
contact (ED 
consultant/nurse/
receptionist) 
 

 NEAS IT system 
(111) 

 GP OOH IT 
system 

 Paper referral 
letter from GP 
OOH to ED 

 ED IT systems 

 Telephone 

 Patient own 
transport 

 Duplication of 111 and GP OOH triage 

 Variety in GP OOH triage, outcome will depend 
upon GP on shift, similar to in-hours 

 Could the patient have received a home visit first 
support  by social work prior to admission? 
 

3  DN contacts GP OOH service via 111  on behalf of 
palliative patient 

 DN medication request for patient 

 GP prescribed and family agree to pick up prescription 
from GP and administer drugs 

 NEAS 111 operator 

 District Nurse 

 Family 

 GP 

 Pharmacist 

 NEAS IT system 
(111) 

 GP OOH IT 
system 

 Prescription 

 Telephone 

 Family own 
transport 

 Duplication of 111 and GP OOH triage 

 Variety in GP OOH triage, outcome will depend 
upon GP on shift, similar to in-hours 

 Why could DN not contact GP directly 

 Opportunity for DN to pick up prescriptions or 
medications from another service e.g. hospice 

4  Patient contacts GP OOH via phone for advice 

 Patient known to have alcohol dependence syndrome 

 On methadone programme and known to crisis team 

 Having problems with his condition exacerbated by 
alcohol, frightened he is going to loose his sickness 
benefit 

 Crisis team advised patient to contact 111 if his condition 

 NEAS 111 operator 

 GP 
 
 

 NEAS IT system 
(111) 

 GP OOH IT 
system 

 Urgent Care 
Team IT 
system 

 Telephone  Duplication of 111 and GP OOH triage 
 Variety in GP OOH triage, outcome will depend 

upon GP on shift, similar to in-hours 

 GP OOH not the right professional to be taking this 
call – crisis team 

 Crisis team do not accept referrals for patients who 
have consumed alcohol (DoS) 
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worsened  

5  Carer contacts GP OOH service via telephone and 
received telephone advice 

 Patient is not herself 

 Lives alone 

 Known MS sufferer 

 Diagnosis of oral thrush made and patient referred to 
urgent care team 

 Carer 

 NEAS 111 operator 

 GP 

 Urgent Care Team 

 Intermediate Care 
Team 

 NEAS IT system 
(111) 

 GP OOH IT 
system 

 Urgent Care 
Team IT 
system 

 GP fax paper 
referral to 
UCT 

 Telephone 

 UCT 
transport 

 Duplication of 111 and GP OOH triage 
 Variety in GP OOH triage, outcome will depend 

upon GP on shift, similar to in-hours 

 Due to lack of information sharing patient had 
already been referred to the UCT via 
intermediate care nurses and GP was unaware 
hence duplication in referral 

 UCT not visited patient resulted in GP OOH being 
contacted 

 Patient directed to GP OOH service rather than 
direct to UCT 

6  Mother contacted GP OOH service 

 Patient (child) foot cast had broken 

 Patient provided with an appointment to see GP 

 GP examined patient and advised to go to fracture clinic 
the next day 

 NEAS 111 operator 

 GP OOH  

 GP OOH 
receptionist 

 NEAS 111 IT 
system 

 GP OOH IT 
system 
 

 Telephone 

 Patient own 
transport 
 

 Duplication of 111 and GP OOH triage 

 Variety in GP OOH triage, outcome will depend 
upon GP on shift, similar to in-hours 

 111 sign posted patient to wrong end disposition, 
fracture clinic more suitable 

7  Palliative care patient brain cancer 

 Family suspected chest infection contacted 999, GP OOH 
end disposition and home visit provided 

 Prior to GP attending home visit, family rang 999 and 
requested an ambulance which was dispatched 

 Paramedic and GP on scene, paramedic took over case 
and took patient to hospital 

 NEAS 111 operator  

 NEAS 999 operator 

 GP OOH 

 Family 

 Secondary care 
contact (ED 
consultant/nurse/
receptionist) 
 

 

 NEAS IT system 
(111 and 999) 

 GP OOH IT 
system 

 CHS IT system 
 

 Telephone 

 NEAS 
transport 

 GP OOH 
transport 

 Duplication of 111 and GP OOH triage 

 Variety in GP OOH triage, outcome will depend 
upon GP on shift, similar to in-hours 

 Patient not referred direct to palliative care team 

 Confusion between paramedics, family and GP, 
who was best to lead the case.  If GP examined 
patient, possibility the patient would have 
remained at home 

8  Palliative care patient cancer of larynx  

 Suffering with sore throat recently had chemotherapy 

 GP provides patient with an appointment 

 Provided with treatment and advised to see own GP if 
gets worse 

 NEAS 111 operator 

 GP OOH operator 

 GP OOH 
receptionist 

 NEAS 111 IT 
system 

 GP OOH IT 
system 
 

 Telephone 

 Patient own 
transport 
 

 Duplication of 111 and GP OOH triage 

 Variety in GP OOH triage, outcome will depend 
upon GP on shift, similar to in-hours 

9  Palliative COPD patient with DNR in place 

 Died at home and family needed death to be verified 

 NEAS 111 operator 

 Family 

 GP 

 NEAS IT system 

 GP OOH IT 
system 

 Verification 
certificate 

 Telephone 
 

 Duplication of 111 and GP OOH triage 

 Variety in GP OOH triage, outcome will depend 
upon GP on shift, similar to in-hours 

 Wrong referral, palliative care team instead of GP 
OOHs 

*Group commented that this scenario feels very familiar from a social work perspective 
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Appendix Two – Patient Involvement and Engagement Summary 
 

No Activity Summary Response Results Overview Outcome Summary 

1 Survey Monkey questionnaire 
sent to patient e-forum groups 
via: 

 GP practices 

 Sunderland Health 
Engagement Board, 

 Healthwatch 

 Voluntary and Community 
Action Sunderland 

 Local Authority Voluntary 

 Community Sector Networks 

 Patients registered with My 
NHS  

 115 completed surveys 
 
15% of patients, who had completed the 
survey, had contact with the service over 
the last 12 months or was commenting 
on friends and family who had. 
 
48% of patents were happy/very happy 
with their experience and 52% were 
unhappy or very unhappy 
 
62% of patients would be happy to attend 
an appointment during the hours of 22:00 
– 08:00. 

 Key comments: 

      
- GP OOHs don’t have access to my records, needed to take letters and 

prescriptions to my appointment 
- Gave up and went to ED, I just wanted to be seen 
- Difficulty when ringing on behalf of a patient with autism  

      
- Venue was great got straight in 

 Key Suggestions: 

 
- Better availability of medical records 
- Should include dental 
- More responsive to older people’s needs 
- Need to avoid repeating information 
- Better contact methods – I’m deaf! 

2 Paper questionnaires to patients 
directly accessing the Primecare 
service. 

 30 completed surveys 
 
100% of patients were very happy with 
their experience 
 
93% identified they would be happy to 
attend an appointment after 22:00hrs 
 
77% of patients would be happy to travel 
between 7-10 miles for an appointment 
 
77% of patients thought the service 
should have access to their medical 
records 
 

 Key comments: 

     
- Seen rapidly at the centre 
- Called 111, doctor called back within half an hour and then appointment make 

for 1 hour – quick 
- Really pleased with service you gave by getting a driver to pick me up 
- Easy to get to grindon lane – free parking 

 Key Suggestions: 

 
- If I am worried I would like to be seen no matter what time it is, especially if it is 

my child 
- If your child is ill time is irrelevant 

3 Patient interviews undertaken 
within various GP patient forums 

 28 interviews completed 
 
14% of patients completed the survey 

 Key comments: 
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had contact with the OOH service within 
the last 12 months 
 
79% of patients would be happy to attend 
an appointment after 22:00hrs 
 
57% would be willing to travel 7-10 miles 
for an appointment 
 
89% of patients felt the service should 
have access to medical records 
 
 

- Doctor was indecisive  
- Took ages for an ambulance to arrive for my child 

 
- Quick efficient service and GP was very nice 

 Key Suggestions: 

 
- Specified appointment time would be great, particularly if you have chlidren 
- Flexibility of service so wouldn’t have to sit in ED for hours 
- Better advertising 
- Improved awareness of service 
- Improved communication  
- Bettter trained staff 

4 Stakeholder questionnaire 
circulated to the SCCG Urgent 
Care Board Members 

 38 questionnaires completed 
 
Limited amount of organisations 
responded. 
 
73% of respondents/other providers rated 
the service as satisfactory  
 
82% of respondents identified that 
appointments should be offered after 
22:00hrs 

 Key comments: 

      
- Could improve communication between GP OOHs and patients own GP, 

especially for palliative patients 
- All depends on the GP on duty 
- Feels like services is functioning under pressure with no time to undertake 

home visits 

 
- Traige calls usually call back promptly 
- Very good relationship with some GPs OOHs 

 Key Suggestions: 

 
- Good to have direct access not go through 111 
- GPs should have greater understaing of the role of UCT 
- Joint care planning 

5 GP Incentive Scheme (Practices 
contacting patients (10 patients 
per practice) who had contact 
with Primecare within the last 7 
days with various types of 
outcomes (admission, telephone 
advice, face to face appointment) 
within different time periods e.g. 
Mon – Friday evenings and 

 127 questionnaires completed by 17 
GP practices 

 
Patients completed the questionnaire had 
the following experiences: 

- 35% attended an appointment  
- 30% received telephone advice 
- 28% attended A&E 
- 7% were admitted to hospital 

 Key comments: 

      
- Was told ambulance would be there in an hour and it came 6 hours later with a 

very long wait in ED at the end of the journey 
- 111 call handler seemed very inexperienced 
- Referred to ED waitng a long time to be seen, then told a viral illness and take 

paracetamol 
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weekends.   
87% of patients were happy or very 
happy with the service 
 
65% of patients were happy to attend an 
appointment after 22:00hrs 
 
39% of patients would travel to an 
appointment 7-10 miles away 
 
80% of the respondents  felt the service 
should have access to their medical 
records 

 
- Had to wait long time for GP to call back but advised if symptoms got worse to 

ring 999 as only 5 minutes from hospital 

      
- Specified appointment time 
- Transport arranged when patient unwell and partner unable to drive 
- GP home visists 
- Appointment offered within 30 minutes 
- Patients carer was delighted with service and was extremley happy that a GP 

attend their home 

6 Patient improvement workshop.  
Patients who had completed the 
electronic questionnaire were 
invited to attend a workshop to 
discuss the future GP OOH 
service further 

 5 members of the public attended the 
meeting 
 

 Key comments: 

      
- Some attendees were unaware of the 111 service and what it can provide 
- Patients unsure whether to call 999, 111 or 101,      
- Struggle to use the service on behalf of patients with a range of disabilities 

      
- Found urgent care nursing teams very useful with help of husband who has 

COPD 
- Daughter has had good experiences of 111 when treating conditions for her 

children 

 
- Better use of social media or internet 
- Better communication to public as to what all the services are, as well as 

normal methods, use social media or fridge magnets 
- 111 areas of improvement for disability groups 
- Importance of data sharing 

 


