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a) Background to Research

The HSE is committed to achieving a decisive shift towards stronger, more integrated Primary
Care services. To identify opportunities to enhance GP and Primary Care services, a series of
consultations and engagements was undertaken to understand ‘what matters most’ to those who
use and those who provide GP care, and to learn what they would most like to see developed in
the future.

Between November 2016 and March 2017, the HSE sought the input of both frequent and
occasional GP service users, representatives of patient advocacy groups, current and future GPs,
and as many categories of healthcare professionals working in or close to Primary Care as
possible within the timeframe.

Engagements were conducted by Coyne Research on behalf of the HSE and included one-to-one
qualitative interviews, a nationally representative telephone survey, a variety of focus groups with
stakeholders and a public consultation survey.

Combined feedback from over 6,000 people made this one of the largest engagement initiatives
undertaken by the HSE.

Findings from the qualitative and quantitative stakeholder engagements are presented by Coyne
Research in this report.



b) Research Objectives . i 4

-~

O The overall objective of the research was:

“To provide the HSE with an insight into the current GP offering from the perspective
of its service users and its stakeholders”.

O More specifically, the research focused on the following key areas.

GP Service
Overall

Service Accessto
Improvements Resources

HSE Initiatives

The following report will focus on the service users and
service providers research.




c) Research Approach —
Quantitative — Service Users

p‘ll Quantitative Stage
O]

The quantitative research was split into two separate surveys. The first being
a nationally representative survey conducted via telephone and the second
survey being a public online survey open to all, hosted on the HSE’s website.

Nationally Representative
CATI Survey Public Online Survey
(Computer Aided (Link on HSE website)
Telephone Interview)

Nationally Representative Self selecting sample of
of the ROI Population all members of the public
1,010 Interviews 5,085 Interviews

N.B: Throughout the report the nationally representative survey is referenced as
‘Nat Rep’whilst the public online survey is referenced as ‘Public’.
Question numbers corresponding to the questionnaire (Appendix 1) are shown on
all relevant slides.



c) Research Approach —
Qualitative — Service Users

&
”‘*a Qualitative Stage

O. The qualitative stage of the consumer research involved four focus groups
conducted amongst those who had used the GP Service in the last 12 months.

(o] Groups were broken down as shown below, and in total 32 participants were

included.
SEEEL Location
Class*
Younger, No Children 20-35 Mixed ABCA1 Dublin
5 | ey (FEmlhy (Eehen 3045  Females  C1C2 Cork
Under 6)
Mix Children/ No Children 35-55 Males C2DE Dublin
4  Mix Children/ No Children 65+ Mixed C2DE Cork

* Social class defined by occupation ofthe chief income earner.

ABC1 = Higher, intermediate, supervisory, clerical or junior managerial, administrative or professional.

C1C2 = Supervisory, clerical or junior managerial, administrative or professional, or skilled manual workers.

C2DE = Skilled manual workers, semi-skilled and unskilled manual workers, casual or lowest grade workers,
pensioners, and others who depend on the welfare state for theirincome.

Focus groups were conducted on Tuesday December 13th, 2016.




c) Research Approach —
Qualitative — Service Providers

O A number of methodologies were employed to capture feedback from GPs and
healthcare stakeholders as outlined below;

Stakeholders

4 x In-Depth
Telephone
Interviews

15 x In-Depth
Telephone Interviews

1 x Dublin
Focus Group

45 Mins—-1 Hour

Across Ireland Based GPs 1
v 4 18 x Healthcare
2 Hours 45 Mins—1 Hour Stakeholders From A
Range of Disciplines

A GP focus group was conducted in Dublin Healthcare Stakeholders included
amongst trainee and practicing GPs and 4 Consultants, Nurses, Practice Manger,

additional in-depth interviews were Private Health Insurer and two pharmacy
conducted amongst rurally based GPs. bodies.

|
|
|
|
|
|
|
[
|
[
|
[
|
[
7 x GPs Based 4 x Rurally :
|
|
|
|
|
|
|
|
|
|
|




d) Acronym Glossary

Acronym Meaning

A&E Accident and Emergency

ARCH Applied Research for Connected Health

COPD Chronic Obstructive Pulmonary Disease

CPD Continuous Professional Development

FEMPI Financial Emergency Measures in the Public Interest Act
GMS General Medical Services

GP General Practitioner

GPIT The General Practice Information Technology Group
HIQA Health Information and Quality Authority

HSE Health Service Executive

ICGP Irish College of General Practitioners

IHI Individual Health Identifier

NCCP National Cancer Control Programme

NCHD Non Consultant Hospital Doctors

NHS National Health Service (UK)

PCRS Primary Care Reimbursement Service

PCT Patient Care Technician

PHN Public Health Nurse

ROL Rest of Leinster

STC Special Type Consultations

STI Sexually Transmitted Infection



Executive
Summary
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Project Executive Summary ()

Public
O. Overall current patient satisfaction is high, for quality of service received, access to
services and value for money.

GPs/Healthcare Stakeholders

O. However, GP’s own satisfaction levels within the industry are low, and it has been
highlighted by them and other healthcare specialists, including private insurers that
current resourcing issues are negatively impacting on the sustainability of current service
and opportunities for improvement.

O It will be essential for contract negotiations to factor in maintenance of the current levels
and quality of service to avoid any negative impact on patients, whilst also addressing the
current shortfalls in the system.

O. Evident crossover in keys areas of focus for both service users and service providers in
terms of:
s Maintenance of current access levels.
m Flexibility of appointment length (and reflective payments).
m Increased service provision at a primary care level to ensure continuity of care and
avoid referral into secondary care.

> In addition addressing evident differences by region and practice also considered
key for both service users and service providers.
> A long term, joined up, national plan would be seen to address this.



D Service Users

Access - all access factors considered
essential. Current levels of satisfaction are
high, however, younger cohorts do
preference longer access hours (evenings
and weekends).

O Facilities — overall facilities of lower
importance, with waiting times driving
highest levels of dissatisfaction.

O. Sservice Provision - overall majority of
service users aware of main service
offerings, however, notable differences by
practice evident again. Interest in additional
services to maintain care at a primary level,
particularly; mental health services,
practice nurses and diagnostics.

O Cost/ Value - Value mainly equated with

time and quality of time spent with GP.
s Notable variation in experience driven
by relationships with GP and outcome.

11

Project Executive Summary (ll)

PN service Providers

o

o

Resource - current resourcing issues need
to be addressed as part of contract
negotiations including STC payment,
grants/allowances and capitation payments.
To ensure funding reflects long term primary
care plans.

Access - current access levels are
considered to be putting unsustainable
pressure on the primary health care system
as is, therefore resource reallocation needed.

Referrals/ Communication/ Administration —
fragmented approach across GP practices,
hospitals, Pharmacists, specialties and
regions. Increases burden on healthcare
professionals and drive inefficiencies.

s Requires ajoined up approach and
investment in IT infrastructures at a
national level to support a single
system.

s Take learning from successful local/
pilot schemes.




SECTION 1:
Service Users



1.1 Sample Profile
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Sample Profile - Demographics

Base: AllNatRep:1,010/Public: 5,085

Age | Location | |Social Class |

Nat Rep Public Nat Rep Public Nat Rep Public Nat Rep Public
% % % % % % % %
15-17 -3
18-24
Dublin
Male 25-34 ABCT
35-44. ROL
45-54
26
Munster C2DEF 59
Female 55-64
65+ Conn/ 47 15 20
Ulster

A noticeably higher proportion of older females, ABC1, completed the
publicly accessible survey.

Profile



Profile

Base: All with Children-370/3,453
Have Children

Nat Rep Public
% %

Sample Profile - Children

Under 6
years old

6 -12 years
old

13-17 years
old

17+ years old

Age of Children

Nat Rep
%
47
57
29
24

Public

Just over 1 in 3 of the total population have children, whilst over 2 in 3
within the public sample have children, with 2 in 5 having children under 6.

15



Sample Profile - Access

Base: AllNatRep: 1,010/ Public: 5,085

Access Cards Ease of Finding a GP
Nat Rep Public Nat Rep Public
% % % %
Medical Card S
Very Easy
GP Visit Card 11 - 71%
86%
83
Quite Eas -
None 58 y
17
Neither/Nor 8 - -
Quite Difficult
Very Difficult _
Mean 4.3 4.0

2 in 5 of the total population have access to their GP for free, whilst only 1 in 6 of the
public sample have free access.

Q.P1/6



Sample Profile - GP Profile

Base: AllNatRep: 1,010/ Public: 5,085

Have a Family GP GP Size
Nat Rep Public Nat Rep Public
% % % %
Group Practice
Yes
Works Alone 21 19
No

Not Sure =———fe—— I

The majority of the population have a family GP that they would usually visit with
circa 4 in 5 visiting a group practice and 1 in 5 using a solo practitioner.

Q.4/5
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Base: AllNatRep:1,010/Public: 5,085
Most Recent GP Visit

Nat Rep Public
% %
Within Last
Month
— 0
2-3 Months 53%
- 76% —>
4-6 Months
7-9 Months
10-12 Months
15
5
Over 12 Months 47 9) _
24

Sample Profile — Recent Visits

Reason for Recent Visit

For Yourself

For Child

For Someone Else

Nat Rep Public

0,

() %
Base: 534 Base: 3,877

16 23

3 2

Within the public survey, 3 in 4 had been tothe GP in the past 12 months versus a lower
proportion of circa 1 in 2 of the total population. The majority had the recent appointment for
themselves, however circa 1 in 5 of the public sample were visiting with their child.

Q.2/3
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Profile of Those Who Have Used GP
in Last 12 Months

Base: Allwho visited GP last 12 months NatRep — 534

3dd

w Male Female U25 25-34 35-44 45-54 55-64 65+ %
% % AN A A A YA
Nat Rep 49 14 18 20 17 14 A7

Nat Rep — GP last 12 month 43

14 18 23 12 14 18
Public ~GP last 12month | 22 8 418 31 26 156

H ABC1 C2DEF Dublin  ROL Munster Conn/UIsQ
% % % % % %
Nat Rep 41 59 29 27 27 17
Nat Rep — GP last 12 month 42 58 28 28 27 17
Public — GP last 12 month 79 21 28 28 29 15
® : .
A Children No Children MC/GP Card No
[ §) % % % B

%

Public — GP last 12 month 69 82

Those who have visited their GP in the past 12 months within the public sample are
Q.1 Profile more likely to be female, ABC1 with children with no medical or GP card.




Profile of GP Service Users
(Qualitative)

Free Access to GP

Middle Aged
Males

Retirees

Younger

Mums of
Under 6’s

Fee Paying GP Users

20



Demographics

GP Profile

21

GP Service Users - |
(Qualitative)

O 20-35 year olds, ABC1. O  Mums aged 30-45.

O No children. O All with children under 6, some

(o) Majority living away from with children over 6 as well.
home with friends/partners for O  Mix of those with/without free
studies or work. access to the GP and the whole

O None currently in receipt of family.
free access to the GP.

O Infrequent GP usage.

o Majt?rity with new GP since O  Frequent GP users; majority
leaving home. visiting every 1-2 months.

s Some using 2 GPs O Established relationships with
depending on their GPs - prefer to visit the same GP
location (i.e. family home but visit others within practice
GP and Dublin GP). as well.

O Limited, transient relationship

with GP.
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GP Service Users - |
(Qualitative)

Middle Aged Men

o] Males, 35-55. . O Aged 65+, mix of gender.
_ O Majority with children, living at o Majority in receipt of free GP
Demographics o home. o access — over 70 or in
- All “."th either a GP visit or a procession of a medical or GP
medical card. . .
visit card.

O Majority have long term
relationship with GP/GP O All have long term relationship
Surgery. with GP practice 10 — 20 years

O Frequency varies, every 2-3 or more.

months. (o)

GP Profile s More frequent amongst

Have established relationship
those with young with a particular GP - prefer to

children. visit the same GP who knows
s Majority of males visiting their history.

for regular check ups;
every 6-12 months.
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GP Service Users —
Service Usage

Emergency/

You:ger Unpla<nned Routine

>

O Most likely to be going
due to an illness rather
than a routine

appointment.
‘Il had a really bad throatinfectionand a head (o] Minority visit to get repeat

cold.” Young Singles prescriptions.

O  Planned visits for
immunisations/health
check ups.

] O Unplanned due to

“My little boy was sick a few weeks ago, he childhood illness,

started créche recently.” Mums of Under 6s temperature, etc.

O  Younger (35-45) more
likely to be taking children
due to illness.

Older (45+) going for
routine check ups.

“6times a year, especially with the kids and as men
we should go twice a yearourselves.” Middle Aged
Men

O  Most likely to have routine

appointments and check

ups due to existing

conditions, check ups,
review of medication.

Retirees

\ 4
Older

“l go once every 3 months to get my cholesterol
and bloodpressure checked.” Retirees




1.2 Overall
Satisfaction with GP



Overall Satisfaction With Most
Recent Experience

Base: All visited GP in last 12 months - 534 NatRep/3,877 Public

Nat Rep Public
% %

Very Satisfied

Satisfied i Satisfied

91% 87%

34
Quite Satisfied 25
Neither/Nor o) -D' isfied ! Dissatisfied
Quite Dissatisfied S e— | issatisfie 4!1 ]. .

Very Dissatisfied 4%, 6%

Mean 4.5 4.3

Overall, circa 9 in 10 claim to have been satisfied with their last GP visit with 2 in
3 from the total population claiming to be very satisfied.




Satisfaction With Most Recent
Experience By Subgroups - |

Base: All visited GP inlast 12 months — NatRep - 534

Under 25
25-34
35-44
45-54
55-64

Dublin
Rest of Leinster

9 REGION
Munster

H SOc|AL  Connacht/Ulster

CLASS ABC1

=) CARDS  Medical Card B or
GP Card

None

Satisfaction marginally lower amongst younger age groups, those in Dublin and
Q.15 those without a medical card.
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Satisfaction With Most Recent
Experience By Subgroups - |l

Base: All visited GP in last 12 months — Public-3,877

Under 25
25-34
35-44
45-54
55-64

9 REGION -50iiin

Rest of Leinster

Munster
H sociAL  Connacht/Ulster

CLASS ~~ABCH
e \ccess C2DE

mieinied CARDS  Medical Card
GP Card
None

Within the public survey the same trend amongst younger service users is evident.
However, C2DE, medical card users within this sample are notably less satisfied.




Overview of Factors Impacting
Overall View of GP Service in Ireland

O Within the qualitative research it was evident that feelings towards the current GP
offering in Ireland were notably impacted by two factors.

Ll - - il
Negative Positive

Fee Paying |«----------- - 071" N - -------- »| Free Access
Transient Established
(generally (generally
younger) older)
Negative Quality of Positive
Personal Clinical Care Personal

Experience ’ Experience

Little
experience

Harder to Easier to
Access Access
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Overall View of GP Service - |

“It justcuts the frustrated figure of someone
waiting in the GP office like myself, about 20
kids running around shouting or cryingand

O Disparate responses from the young single all you wantto dois to getin and getout.”
cohort regarding their current opinion of the Young Singles
GP offering.

“lam not a very good patient. My GP
is really good and I neverfeel under
pressure, lwould bein there for twenty
minutes, he does notrush me outthe
door.” Young Singles

Many associated with
images looking
despondent and on the
edge — driven by
frustration over wait times
and lack of time dedicated
to consultation that has
been paid for.

Others had positive
personal experiences with
their own GP driving
overall satisfaction.

“It is contrasting experiences,
betweenmy GP athome and the
free college service, Ithink this is

a common perceptionamong

students, they feel the GP will
rush you because they know itis

a free service.” Young Singles

“I picked this guy smilingup ateveryone. |
guessitis because touch wood nothingtoo
serious has everhappenedso itis kind oflike
you should be OK because you arethis age
orwhatever.” Young Singles

This cohort are the least likely to have frequent
or complex needs from the GP, therefore some
felt service meets their current needs.
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Overall View of GP Service - i

Mums of Under 6’s Lt o
RSy o “mvery happy, I've been withthem years,

and they’d always accommodate me.”
Mums of Under 6s

O. Overall very positive

experiences with their GP
driven by personal

relationships with GP, f
attentiveness and access. M ol

“She talks and listens to you like a friend,
I'm very happy withthe service.” Mums of
Under6s

O. Any dissatisfaction driven
by waiting times and lack of
access to same GP for each
appointment.

~\
“'m very happy with my GP. She is based
intwo places it’s very handy. She’s always
available.”Mums of Under 6s

4 “I find it frustrating thatthey’re so
busy. You could be easily waitingan ‘I see it asa friendship. My baby was
hour. Ifind it hard to getan premature and my doctor was great, she
appointmentwith who | consider my was on standby all the time to help.”Mums
own GPtoo. But the standard ofcare of Under6s )

\_ there is good.”Mums of Under 6s

“l wenton a recommendation and theyd be
[ 4 see my GP as giving me a helping brilliant. They’dalways call you and fityou

hand and Itrusted them so much, they in. I'd have faith in all ofthem .” Mums of
| really helped me.”Mums of Under 6s . Under6s
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Overall View of GP Service - lli

Middle Aged Men =

O. Universal, positive
feelings towards GP
service provision
overall.

“He looks afterthe family” Middle Aged
Men

“My Doctor, if you ring in the morning,
you’ll getan appointmentthat evening,

guaranteed” Middle Aged Men )

O The vast majority
associated with the
image of the family,
feeling it represented
the service they
receive from the GP
for all members of
their family.

“Our GP would always prioritise children,1
he’d stay late.” Middle Aged Men

“I've been going for 30 years, | brought
my daughters whenthey were small and
we find him great.” Middle Aged Men

“'mon my own butl'd be happy
with him” Middle Aged Men

“It's onlywhenI'm sick lgo to my GP.
We have a GP through work andthey
“We’ve gotvery goodreferrals off him, coverit.”Middle Aged Men
within a week they were in hospital
getting an operation. To us thatwas the
mostimportantthing” Middle Aged Men




Overall View of GP Service -1V

\

O All had a positive opinion of
GP service they received.

“I'mthe only one thatgoesto him,
he’s brilliant, I've no faults” Retirees

J

~\
“We both go to the same GP, we’re

(o] Again driven by personal both very happy withhim, he’s very

relationships and trust good”. Retirees

established over time with
the GP in dealing with all
family members.

J

As afamily, we’d find him great. My
daughter had trouble after
pregnancy with bloods andthat, the
doctorlooked after us very well..”.
Retirees

Ourchildren go and our
grandchildrengo and we’reall
very happy.” Retirees

Myselfand my wife go to the (
same GP practice andwe’re quite

>

happy with the service”. Retirees

32



1.3 Access to
GP



Access to GP Appointment

Base: All visited GP in last 12 months - 534 NatRep/3,877 Public

Speed of Appointment

Ease of Getting an Appointment Appointment Type

Nat Rep Public
Nat Rep  Public Nat Rep  Public Urgent  Routine Urgent  Routine
% % % % % % % %
Urgent
Very
Easy
-61%
80% Less than
37 24hrs
Quite i
Easy 35 Routi
14 outine ' 66
54
Neither/ 24
Nor 8 i
Quite 2-3 Days | 13 23
Difficult ~ 9 10 7
Very IEgEE Over 3 Days 4
Difficult

4 in 5 of the total population who have visited a GP in the last 12 months found it
easy to get an appointment, with over 4 in 5 of urgent appointments accessed
within 24 hours — down to 7 in 10 amongst the public survey population.

Q.7/8/9
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Access to GP Appointment
By Region (Nat Rep)

Base: All NatRep visited a GP in last 12 months —NatRep - 534

Ease of Getting an Speed of Getting an
Appointment Appointment
Base:514 % Over 3

% 24 hrs 2-3 days days
Dublin 86 Dublin 13
ROL 75 ROL
Munster 83 Munster
Conn/ 79 Conn/
Ulster Ulster

Those living in Dublin are most likely to claim that access to appointments is easy,
however, those in Munster were most likely to get an appointment within 24 hours.

Q.7/9



Q.10/11

— Home Visits

Base: All visited GP in last 12 months - 534 NatRep/3,877 Public

Access to GP Appointment

Base: All requested home visit- 63

Requested

Received

Nat Rep Public Nat Rep
% % %

size too
smallto
report for
NatRep
Sample

_— NB. Sample

Yes

No

A small proportion requested a home visit for their most recent
appointment, with 3 in 5 of the public sample receiving one.

Public
%

36



Access to GP Appointment
— Opening Hours

Base: All NatRep: 1,010/Public: 5,085

Taken Time Off Work
For a GP Appointment

Nat Rep Public
% %

Nat Rep x Subgroup

% taken time off

Highest Amongst

Yes E

| Have children

No i under 6
Can't E
Remember |

1 in 2 of the total population and 3 in 4 of the public survey have taken time off to
visit the GP in the past. Again the public survey displays more access issues than
the nationally representative sample.




Access to GP Appointment
— Most Suitable Appointment Time

Base: AllNatRep: 1,010/Public. 5,085

Nat Rep Public
%

Monday-Friday/between 8am-10am

15
Monday-Friday between 10am-1pm 20 1
12
Monday-Friday between 1pm-2pm B
Monday-Friday between 2pm-5pm 15 '
Monday-Friday between 5pm-6pm 9 o5
Monday-Friday between 6pm-7pm 11
Saturday/Sunday 13 15

Amongst the total population, over 1 in 4 prefer early morning appointments
with circa 1 in 10 opting for an appointment after 6pm. However, amongst
the public survey population, a higher proportion prefer later appointments.




39

Most Suitable Appointment Time
X Sub Group

Base:AllNatRep: 1,010

Time Preference x Age

30

25

20
15
10

5

8- 1%am

% Preference

10am-1pm 1pm-2pm 2pm-5pm 5pm-6pm 6pm-7pm Sat/Sun

Time Preference x Social Class

30
25
20
15
10

5

% Preference

8- 1%am 10am-1pm 1pm-2pm 2pm-5pm 5pm-6pm 6pm-7pm Sat/Sun

Older age cohorts and C2DE’s most likely to preference morning appointments,
whereas those under 35 and ABC1s drive the later evening and weekend preference.




Out of Hours Service — Awareness

and Usage
Base: AllNatRep: 1,010/ Public: 5,085
Awareness of Out Use of Out of
of Hours Hours
Nat Rep Public Nat Rep Public

% % % %
Yes
Yes
No
No

4 in 5 of both samples were aware of the out of hours service available
from GP’s with circa half of the total population and 7 in 10 of the public
survey sample having ever used the service.

Q.20/21
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Out of Hours Service —
Rating ()

Base: All used outofhours service-NatRep 477 N/erilther
. or
Very Quite Quit Quite
(‘I’:/:ﬂc/)é) F’ocr)eroor chl)g Good ?/Oflg (3)
(1@2) @) (5) (%4/5)
%
Opening Hours of
Out of Hours Service (73%) 19 4.2
Location of Out of . 16 6
Hours GP/ Service (72%)
Appointment (64%) 23 39

Availability

Availability of Home (39%) 23 3.0

Visits™

* Base
excludes Accessibility of the out of hours service is positively rated, with 1 in 2 of the
N/A - 294 total population stating that opening hours are very good.

Q.22



Out of Hours Service —
Rating (Il)

Base: All used outofhours service— 3,439 Public N/erilt:fr
% (3)
Very Quite Quite Quite
(!;?1%) Poor Poor  Good Good (%5/0‘%%)
(1) (2 (4) (5) o
Opening Hours of (74%) 16 4.0
Out of Hours
Service
Location of Out of (73%) 15 4.0
Hours GP/ Service
Appointment (68%) 18 3.8
Availability
27 3.0

Availability of Home (37%)
Visits*
) Ba;sg Satisfaction with out of hours accessibility is also high amongst users from
E)/(XE 16322 the public survey sample. Availability of home visits as part of the out of

’ hours services has the lowest rating, with over 1 in 3 rating this as poor.

Q.22



Access to GP Appointment - Cost

Base: AllNatRep:1,010/Public: 5,085

Nat Rep x Subgroup

Impact of GP Charge

% not visited GP due to cost

on Visiting GP
Nat Rep Public Highest Amongst
% %
Females
Have decided = ToTTmmmmmmmmmmmooTmTmmTo T TTTTTTTTTTTT
not to visit GP 34 18-24
due tocost =~ .
58
35-44
Dublin
Costhas | e
never Have children
prevented 64 under 6
visittoGP =~ TTmmTTmmmmmommoommmmmooooooooommommees
40 ABC1’s
Can't No GP Access
Remember 2 2 Card

1 in 3 of the total population have previously decided not to go to the GP due to
cost, higher amongst those paying for the service and younger age cohorts.

Q.17/18
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Home Visits

[ W
WKW

Overview of GP Accessibility Rating

(Qualitative)
Out of Hours Finding
Service a GP
A A A A b b A

PO TOHROHK

Location/
Access to
Building
b b b A

A A Al A A b A d

PO PPN

Opening Hours Appointments

amm
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Finding a GP , @1

bbb b A
YOROROK 1

O The majority find it easy to find a GP.

g Minority referenced going on a
waiting list to get into a GP that had
been recommended to them, but
alternative were available.

O Key facts impacting GP choice are:

Long Term Family
Relationship
Trust

Recommendation

3 Location

45

GP Accessibility — |

Location & Access

b bbb
PORHOA

O Overall satisfaction with the location of
GP clinics is high. With GP practices
accessed either by car or public
transport.

s Majority have been with their GP for
a long time period so are familiar
with the location.

O Diverse experiences regarding access
to buildings.
s Purpose built clinics praised for
ease of access.
m Those in older buildings (both
Dublin and Cork) less accessible:
stairs, smaller rooms, less parking.

“Locationas well. Iwas with a doctor in Patrick
streetbutwhen lhad Ameliathere was no way |

O- . P
Young Singles who are living away from could drag herinto town.”Mums of Under 6s

home are more likely to have chosen a
GP based on recommendation and
location. Whilst older age cohorts use “35-40 years, with the family ]
their GP due to the established doctor”. Retirees
relationship.




Appointments

A b b AU
YORORORN

O. Overall extremely positive experiences
regarding access to appointments with
the GP.

s Those with children referenced
being given priority treatment for
urgent appointments.

m Same day appointments available
for majority.

s Young Singles more likely to utilise
the walk-in clinics. Visits are
unplanned service considered to be
accessible.

“My Doctor, if you ring in the morning, you’llgetan
appointmentthatevening, guaranteed” Middle Aged Men

“I'think it's essential, especially for kids. You need
to know thatifyouring up on a day you’llgetan
appointment.”Mums of Under 6s

‘Mine is a walk-in, itis Monday Wednesday and Friday
up until 2 it is walkin.” Young Singles

GP Accessibility — |l

Opening Hours

bbb d
PR

O Current opening hours of the GP
considered accessible by majority.
m 8:30 or 9am - 5 or 6pm.

(o] Younger age cohort more likely to want
longer opening hours to fit around work
and childcare arrangements.

s Spontaneous references to wanting
later evening/and or appointments

on a Saturday.

O. In addition many referenced flexibility of
individual doctors in seeing them if
needed e.g. staying past 6pm or fitting
them in first thing.

“Youcan't
expectthem

“I would haveto getan appointmentfor either
Thursday or Friday in the evening after work”

Young Singles to be open

24/7”Middle
Aged Men

“Walkin services are great you can make
appointments too, he’dstay on ifhe had
fo.” Retirees
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Home Visits

47

GP Accessibility — Ili

Out of Hours Service

bbb J S |

b b b A J I :
PORPORN ! PORFEX (>
(o] Younger age cohorts less likely to have : O Vvast majority aware of the out of hours
awareness or experience of this service E service — D-Doc and South Doc.
offering. !
: o Majority of older age cohorts have some
O. Considered more important amongst E experience of the out of hours service.
older age cohorts. !
| O Again differing experiences from
O Varied experiences of availability and | individuals within the groups regarding
use of home visits. E service provisions.
s Niche minority have used regularly : s Majority would avoid using the
and were extremely positive about : service if at all possible due to:
their experiences. E » Lack of consistency of service.
! = Use of locums causes
“Home visits, ring in the morning they’'ll be down J E uncertainty.
12.30/1 in the day..” Middle Aged Men ! s All would expect some form of out of
ﬁ hours service, however, overall
“Southdoc is a bitof a disaster, it’s a different understanding that access to your
[ doctoreverytime”. Retirees own GP and clinic is unlikely to be

feasible at all times.

‘I wouldn’tsay they’re brilliant. Iwouldn’tfeel
100% confidentthatthey’vefixed my problem
when Icome out.”Mums of Under 6s

‘D docis a superservice.”
Middle Aged Men




1.4 GP Facillities



Rating of Experience — Facilities
(Nat Rep)

Base: All visited GP inlast 12 months - 529 NatRep

Very Very
Poor Good Mean
(%1/2)(1X2)(3)0/(5) (6) (7) (%6/7) (4) Score

Suitable Discretion by
oo i~ R - - o
Health Information o
Provided (2%) |2 4 6.3
Seating Available (2%) |3 7 6.1
Waiting Room Facilities (3%) I 7 7 5.7
Time Waiting to see GP  (9%) . 8 21 (53%) 9 5.3

Overall, very positive rating of facilities during most recent visit, especially
in terms of cleanliness and discretion of staff. However, circa 1in 10 were
unfavourable towards the amount the time waiting to see a GP.
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Rating of Experience — Facilities

(Public)
Base: All visited GP in last 12 months — 3,842 Public
Very Very

Poor GOOd
e, o e -

Health Information 0 o
Suitable Discretion b

Waiting Room Facilities (6%) I 7| 20 _ (51%) 16 5.3
Time Waiting to see GP (15%). 1 20 - (40%) 14 4.7

Satisfaction levels lower amongst the public survey population, however,
overall positive ratings with waiting room facilities and again time waiting to
see the GP driving lowest satisfaction, with only 2 in 5 very/quite satisfied.




Q.12

(Nat Rep)

Base: All visited GPin last 12 mo nththSaiZQ NatRep Gender Age

% Very Good/Good

(6/7) St <%t L <%t %+ %+
Cleanliness of Surgery 86 E 4 ' I4 i 6 3 1
gg:c?ble Discretion by ; A I 5 E s 2 3I
II;|I(ﬁeoa\I/’Egelcr;formation ; 5 5 ; . 4 5
Seating Available E 7 6 E 6 2
Waiting Room Facilities é 4 4 E 8 4 4
Time Waiting to see GP E 6 6 E 11 5 6

Overall males are notably more dissatisfied with facilities. Those under
25 are notably more likely to be dissatisfied with waiting times.

Rating of Facilities x Demographics

_(y + _03+_0

51

Male Female EUnder 25 25-34 35-44 45-54 55-64 65+

o +

1
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Rating of Facilities x Demographics

Base: All visited GP in last 12 mofifis=529 Nat Rep Medical/GP Card No Children/ Children
YR/ Yes No No Children 0-5 6+
Yo ery(g;;?d/Good AP YA b n s AN
Cleanliness of Surgery 86 2 2 1 1 1
Suitable Discretion by o _
Staff 2 ! ! ]

Health Information

Provided
Seating Available 2 2 2 3 1
Waiting Room Facilities |3 3 1 7 5

1 1 1 5 4

Time Waiting to see GP

E—
w
w

E—
AN
w

—

Parents with children between the ages of 0-5 are most content with
waiting room facilities (69%) and time spent waiting to see the GP (58%).

Q.12
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Times

Lower Quality/

Availability Rating |

Overview of Rating of GP
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More Important

S

- Cleanliness

|

Reception
Staff
Waiting - o
Room
Facilities

Higher Quality/

|

Facilities
for

Children

Additional
Facilities

v

Less Important

Availability
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Rating of GP Facilities — |

“It is clean enough”. Young Singles

. Cleanliness
O  All would expect a basic level of cleanliness and hygiene
Reception A within a GP surgery.
e’ O  Cleanliness varied by location and practice size.
s Overall positive ratings of cleanliness within practices
”igCZ;i‘;ﬁt';W’ | which would be considered a basic requirement for any
I GP surgery.

“Mine isin an old house, ithasa 12 inch telly s Smaller practices more likely to be in older

up in the corner, loads ofkids running buildings/houses with less modern decoration and
around. Itisout ofdate, itis justa horrible therefore feel less clean or fresh.

place to be™ Young Singles s Niche minority had negative experiences in

previous practices where lack of
cleanliness/hygiene drove them to leave the

—————— practice.

O As the ‘face of the surgery’, reception staff are considered key to the initial impressions and
experiences of patients.
O. Positive experience more evident amongst those who have an established relationship with
their GP and therefore often the receptionist too.
s Important for them to have some knowledge/awareness of patient requirements to ensure
they can handle requests appropriately.
o Again, niche cohort had bad experiences with reception staff. Driven by:
s Lack of empathy/understanding

 Im pol_iteness “Receptionists are the face of the practice, if she
s Impatience. has a bad attitude, it puts you off.” Middle Aged
Men
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Rating of GP Facilities — Il

Waiting Times

Important O  Universal agreement that waiting times can be too
| long and unpredictable.
Times s Majority are understanding of the situation,

however, would prefer this to be managed by
GP Surgeries

aRimg m e.g. update on current wait time,

Room . . .

Facilities widespread praise for practices that pre-

| o warn patients if delays are circa 30

“l justdon’tunderstand the waiting. You're firstin
and you're stillwaitingthere an hour later” Mums

of Under6s
J

.
“Iwasin and outin halfan hour because there
was so many doctors”. Retirees

minutes or more.
Higher dissatisfaction with wait times evident
amongst younger age cohort, who are more
likely to be paying to see the GP.

“My doctoris very expensive, she is €65, and ifyou want
more than 15 minutes you have to make two
appointments, thatis €130 and they don’t check you out
properly; you are only in there for two minutes. Young
Singles

“Afew years ago my Dad gota phonecall to say
they were running behind so thatwas great!.”

Young Singles
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Rating of GP Facilities — Il

Qur walkin plage has no bab)’{ changearea. Thats Waiting Room Facilities .“There is n.otenough seating
justa very basic requirement”Mums of Under 6s in my one, ifsomebody older

. .. . comesinorsomebodyis
(o) Existing waiting room facilities vary taking up a few seats because

— | greatly by individual practice. they have kids qrwhatever.”
Waiting Young Singles

Times

O  Service users key priorities are:
1. Adequate seating — enable all patients to sit down. Majority

Waiting were unsatisfied with the current offering. Niche minority
Wi (mainly in older buildings) felt offering was lacking.
' Bl 1 2. W/C and baby changing facilities — considered essential,

especially with ill patients.
[ “There’s water fountains andit’s nice and warm - Mums referred to lack of changing facilities as being a
foo.”Mums of Under 6s key driver of dissatisfaction.

3. Suitable space/privacy - in an environment where patients are ill and sharing personal
information, adequate space is required.
— Again, those in older buildings are more likely to encounter problems e.g. being able
to hear patient in with the GP.
4. Information leaflets/health information — all referenced availability of health information in
the waiting rooms. Considered part of the offering of a GP as a healthcare provider.
- However quality and volume varies from poster to multiple leaflets that can be taken
away and up to date information on screen.
5. Water — not expected but does improve patient experience.
- Again fee payers are more expectant regarding facilities.
6. Other entertainment — majority happy with current entertainment offering, ranging from
magazines to Sky TV! s
“Sky newsis always on in my practice.” Middle Aged Men




Rating of GP Facilities — IV

Facilities for Children

LAvallabllity Rating O. Again evident variation by practice.
Facilities R B e
for s From no facilities or entertainment to a specific area
—— with colouring charts and toys for children.

s  Understandably parents place a higher importance on
this, however, those without children also want
children to be quiet/entertained.

\ Less Important m Majority of patients reference often taking their own

entertainment, so expectations of provision are

[ “There needs to be facilities for children. They relatively low.

should change itup.”Mums of Under 6s s In addition toys in GP surgery's are often negatively
associated with transmitting germs.

Additional Facilities “It’s nice to have goodfacilities for children.”
Young Singles

O  Low experience of, and expectations of, any additional facilities being available in GP surgeries
such as blood pressure checkers.

O Service users did not have any other requirements — priority would be access and clinical
expertise.

“There’s no blood checkerin my practice”.
Retirees
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1.5 Appointment
EXxperience



Wrunderstandmg Following Appointment

Q.13/14

Base: All visited GP in last 12 months - 534 NatRep/3,877 Public

Condition Diagnosed Treatment Plan

*Based on all questionwas applicable to

Nat Rep Public

Very Well ( I I

(6)
6.4 6.3 6.4 6.2

Nat Rep Public
% %

(

<)

Neither/Nor

of

=N O1

Not at all Well

Time to ask

How to take Medicine .
Questions

Nat Rep Public

i % %
. Yes I
; No

4 7

Nat Rep Public
o

% %
. 9

7
—— No
65 &3 Questions

Overall, quality of communication from GPs is high with over 4 in 5
understanding diagnosis, treatment plan and medication instructions.
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Q.13/14

U

By Sub Group Analysis

Base: All visited GP in last 12 months - 534 NatRep

Total

% Very Good/Good
(6/7)

Condition

Treatment

How to
Take
Medicine

Asking
Questions

Gender

Male Female
-% + -%+

Age

Under 25 25-34 35-44 45-54 55-64 65+

-9% +

-9% +

-9% +

-% + -%+ -% +

nderstanding Following Appointment

Medical/ GP

Card

Younger age cohorts and those without a medical or GP card are more likely to be
dissatisfied with appointment experience, particularly understanding of how to take medicine.

Yes No

_00+ _0

o +
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Factors Impacting on
Appointment Experience — | (Qualitative)

GP Time/ Attention

O. Service users feeling that the GP has given them
adequate attention is the main driver impacting their
overall experience with the GP. From the patients
perspective this includes multiple facets:

s Time allowed for appointment.

s Questions asked by the GP.

m Listening skills of the GP.

s Interest taken in patient history/ accessing patient

records.

2. Purpose of s Bedside manner.

Appointment “I'trust my GP he fits me in, he’s very reasonable
and he gives you plenty oftime, it’'s worth the
Current Performance hassle.”Mums of Under 6s
O  Overall majority were satisfied with their most recent experience with
the GP.
3. OQutcome s Evident split amongst younger age cohorts/those paying for the

GP - who are dissatisfied if they felt rushed by the experience (a
minority of the service users).

“My GP could notget me outofthere quick
enough, so a bad experience really.” Young
Singles
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Factors Impacting an
Appointment Experience — Il (Qualitative)

Purpose of Appointment

O  Patients visiting the GP for a repeat prescription versus

1. GP Time/ those V|5|t|.ng for a com!)lex illness have different levels
A : of expectation and requirements.
ttention s However, majority feel like all patients are treated the
same.

- Some suggested a form of triage service to
identify patients that could be dealt with outside
of a GP appointment e.g. by a nurse or just
requiring a signature.

s In addition those paying would prefer to pay for what
they receive i.e. appointments for repeat
prescriptions that last 5 minutes should cost less
than an appointment requiring a detailed
assessment, lasting 15-20 minutes or more.

3. Outcome  ——— —

‘I had to pay €10toring in a prescription.”Mums of Under 6s

“Or repeatprescriptions, maybe it shouldbe €10 to collectatthe
desk, something likethat.” Young Singles



Factors Impacting on
Appointment Experience - lll (Qualitative)

“When you are paying€50 you are entitledto ask

Outcome questions.” Young Singles

O. The outcome of the appointment will also impact on
1. GP Time/ overall experience and satisfaction.
Attention O. Service users are more positive if they feel a solution has
been offered e.g. prescription given, diagnosis made.

m This was particularly evident amongst those who
had paid a fee — they wanted something to show for
it. Viewing it as a more transactional relationship
despite it being about their health.

2. Purpose of O  GP’s communication of their diagnosis, explanation of
Appointment action to take etc. is key to driving satisfaction with
‘outcome’.

s In addition those paying for the GP service are more
likely to be dissatisfied if they have to pay for bloods

or other additional services.

Current Performance

o] Majority were happy with the outcome.
m Felt they understood what GP had done and why.
O. Minority were dissatisfied.

— m Either given antibiotics and didn’t understand why or not given
“He always makes sureto tell me why antibiotics and didn’t understand why not
he’s prescribed the medicine to the kids.” m Dissatisfaction driven by lack of clarity

Middle Aged Men in GP communication.
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Very Good

Quite Good

Quite Poor

Very Poor
Mean
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Value for Money of Recent
Visit to GP (Amongst Those Paying)

Base: Paid for GP in last 12 months- 287 NatRep/2991 Public *Based on allquestion was applicable to

Nat Rep

%

49

18

3.0

Good
77%

Poor
23%

Public

%

45

18

3.0

Good
75%

Poor
25%

Majority of both samples claim to be satisfied with the value for money provided

by the GPs, however, circa 1 in 4 claim there is room for improvement.




Value for Money x Subgroup

Base: Paid for GP in last 12 months- 287 NatRep/2991 Public

Nat Re Public
OM OH
w GENDER- == == = == = = = = = e o o o e o o o oo oo e o— o — -

nder 35 [ 54 P o7
3544 P e P s
1554 DO s e e
D s R s
REGION == === === === = s e e e e o e o e — — m e o e — — o e e — e —m e e e e —m— e m—m—m—————m—m—mm—-—--o-
Q Dubin P
Rest of Leinster _ 72 _ 81
vonster [ s R e
H soow.. Comeentrery B

CLASS ™ pct D s e o
canE D s N

Older age cohorts notably more satisfied with value for money. Variation by region evident
— with Dublin highest in the total population but low amongst the public sample.

Q.16
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Perceptions of Value — |
(Qualitative)

O Linked to their satisfaction with their experience with the GP, perceptions of value
are impacted by several interlinking factors.

“I don’tfeel that!'m
rushed oranything.”
Retirees

“l always feel that| getvalue for money. They ]

always listen”MumsofUnder 6s
/ As with satisfaction of experience there is a clear equation

between time spent with GP and perceived value; those
feeling rushed are less likely to feel they received value for
money from their appointment.

Time
Spe?;tPWIth Younger age cohorts have higher expectations regarding
what they should receive for their money — driven by a
higher likelihood to be paying for the service and
infrequent visits ‘if I’'m paying | will make the most of my
visit mentality.

Va I u e “If you are goingto be atthe GP for two minutes and they
are charging you €65, probably somebody is in for halfan
hourandthey getthe same, thereis no balancethere for

Established how long you were in the doctor, you feel you needto

. . complain about everything justto getyour money’s
Outcom Revl\?i?: résl:l: P worth.” Young Singles




“l had a sinusinfection, | knew Ineeded
antibiotics, | had itin the past, basically | just
neededhim to write a prescriptionforme. | was
delighted | gotthe prescription”Young Singles

As outlined previously service Time .
users who are paying for the Spent With
GP service are more likely to GP

look for a tangible outcome
from their consultation e.g. a
prescription.

Value

Outcom

-
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Perceptions of Value — Il
(Qualitative)

“He’s great, he always gives me plenty oftime”.
Retirees

Those with a more established
relationship with their GP (more
prevalent in older age cohorts)
are more likely to feel they
received value for money. Trust
in their GP and the service they
provide is driving this.

Established
Relationship
With GP

) N

Overall customers had a positive perception of the
value for money received, as demonstrated overleaf.




1.6 GP Service
Range



AIINatRe (1,010)
AIIPubIIC ,085)

R

g3  Scheduled Check Ups for
People with Long-Term
Conditions

Blood Tests

| |
N
O7|
o o
o o
(J'II
(&)
N
—_—

(@)}
© 3

Blood Pressure Monitoring Dressing & Wound Care

I
oo W
oo

GP Consultation Maternity & Post-Natal

Care
Child Vaccines

N
o
o

Practice Nurse

et
Diabetes Testing & Consultation

Monitoring

STI Testing

~
oo

Healthy Lifestyle Advice
Minor Surgery

~
(0]

Women’s Health Services

N
—_—

Palliative Care

N
w
-

Men’s Health Services

Travel Vaccines Methadone

AN
o
o
N
~ ~
N N
!
S)
—
©
S

Overall awareness of service availability at own GP high amongst the total population
with at least 2 in 3 aware of the majority of services being available.

Q.26

Awareness of GP Services Available
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©
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o
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w

B
o

~
N
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GP Size By Services Offered

Group Practice (3,074)
Works Alone ( 739)

91 Health Lifestyle Advice

Blood Tests 87
Blood Pressure _ 76 Scheduled Check-Ups for
onitoring 75 People with Long-Term
Conditions
Practice Nurse Consultation m 3

Men’s Health Services
Woman’s Health Services

»
% X

Maternity and Post Natal

57 :
Travel Vaccines - o4
48 Minor Surgery
Dressing and Wound Care - 54
53
Diabetes testing Palliative Care
tori 49
and Monitoring 50

The biggest differences between services offered in group practices and single
practices are with practice nurse consultations and maternity and post natal care.

Q.26
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Additional GP Services Interested In
(Open Ended Question)

(Number of

AIINatRe -1,010/All mentioning additional services- 153 . Responses)
AIIPubllc ,085)/All mentioning additional services — 2,050 Yo

Counselling/Mental Health 1i (23)
A Services 20 (322)

Nat Rep
: 11(17)
X-ray on Site e 7 (234)
Healthy Lifestyle Advice -67 (1(3)4)
None/
) 17
Don’tKnow Minor Surgery B 5 11((23()))
Blood Testin 6 &)
Public % o 4 (19)
Cheaper Rates e 2 (é6g))
Any ) .
More Comprehensive 7 (11)
Appointments Bl 3 (143)
None/ i 7 (1)
Don‘tKnow Physiotherapy g 3 * (143
(6)

- 4
. - . . Practice Nurse W3 (92
Circa 1 in 6 of the total population and 2 in 5 of the
public sample (more engaged audience) could think Woman’s Health 2 @)

of additional services they would like their GP W3 (38
practice to offer. Amongst both samples mental
health services were the most frequently mentioned. * All others 2% orless

Q.27
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Condition Management

AIINatRe (1,010)
AIIPubIIC ,085)

Incidence of Having Where Condition

Condition Mainly Treated
A GP Hospital Other
v Yo N N
Asthma 9 asthma N 0 13
13 T s 4
Diabetes | \ I 2
Diabetes

. 4
Hearth Disease I 4

COPD COPD  *Samplesize too smallto report

(Chronic Obstructive
Pulmonary Disease)

Heot HNNGHENN 51 6
Disease | NNENENGERNNNN 00 6

g5 |
None of these 80

Asthma is the most prevalent condition, with circa 3 in 4 sufferers managing
this via their GP surgery, whilst circa 2 in 5 of those suffering from Diabetes
or Heart Disease manage this at the GP surgery.

|
|
|
|
|
|
|
|
:
!
| NG 30 s
!
|
|
|
|
|
|
|
|
|
|
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Life Style Changes GP Talked About

AllNatRep (1,010)
Al PuincF5,085)

Vaccinations

Exercise

Older patients are notably more likely to have been talked to about lifestyle
changes, as are men.
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GP Service Overview

| Higher Importance |

(Qualitative)

Niche Users

Methadone

STl Testing

| Lower Importance

Blood Pressure GP Consultation
Child Vaccines [ Practice ] Monitoring
Nurse Blood Tests
Maternity and Post-
Natal Care Mental Health || Women and
Services Men’s Health
Palliative Care Services
o Healthy
Long-;tﬁ;rgkciiggltlons i fes.tyle
Minor Surgery : : Advice
Diabetes Testing/ Wound C
Monitoring oundt.are Mass
Market
Travel Vaccines Users

= Higher Service Awareness
[]= Lower Service Awareness

Overall service users are keen for the majority of care to be conducted at the GP
Practice. High level of trust felt for GP and patients value consistency of care, in
addition all acknowledge the importance of avoiding visiting hospitals if feasible.

74



75

GP Service Provision -1
(Qualitative)

B A5V

Higher Importance 1

) pynt S
{2
GP Consultation lk%'—)

Blood Pressure GP Consultation

Monitoring O. Core offering of the GP essential for all users.
N ags . .
= Blood Tests O All utilised this service. =

Mental Health WOr:nen and |
Services Men's Health ‘
Services rt

. Heatty Healthy Lifestyle Advice y 1
Long-term conditions Lifestyle 4 ]
check-ups Advice %‘
Diabete_s Tgsting/ Wound C M ] L .
oy erscae ] skt O. Often considered part of the standard consultation and/or
L. interlinked with other treatment plans.

O. All would expect this to fall into the GPs remit.

Blood Pressure

Again considered to be part of a standard GP consultation as part of the diagnostic process,
and necessary for all patients.

All aware that this would be done by their GP.

“Anytime you go to the doctor
he doesthat.” Retirees

Blood Tests

Older cohorts had more experience of this, with majority going for regular check-ups. All would
expect that a GP practice would offer this either via the GP or the practice nurse.
Considered essential that a GP practice can conduct blood tests and deliver results to patients.

4

“I'd getmy bloods doneoncea year.” Retirees




GP Service Provision - I
(Qualitative) "

Higher Importance I Practice Nurse
Blood Pressure GP Consultation
M:::;':its O  Availability of practice nurse differs, with those visiting the
———\( Womenand larger practices more likely to have this service.
Mens Healln O. However, all felt service could be beneficial and would
T Fealhy improve chances of preventing unnecessary visits to
checkups Advice hospitals for patients.
> Mooty Mass. O  Those accessing practice nurse services at a GP practice
Users were universally positive about their experiences: avoids

appointment with GP or hospital. Considered to be efficient
use of time and services.

“It's a great service [practice nurse]. You’re notpaying as muchfor
going in to do something simple. It takes pressure offthe doctortoo.”
Mums of Under 6s

Women’s/Men’s Health

O. Again considered a standard part of the GP offering for more basic women's and men's health
services and check-ups e.g. Smear Test.

O. Those from smaller practices cited a lack of a female resident as a barrier to utilising these
services at times.

“My wife would wantto go and speak to a female
doctor, so she feels comfortable.” Middle Aged
Men
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Higher Importance I

Blood Pressure GP Consultation

—
Nurse Blood Tests
Mental Health
Services
Healthy

Long-term conditions Lifestyle
check-ups Advice

Diabetes Testing/ _
Market
Users

Women and
Men’s Health
Services

/

“I'd say that’s partofthe GP
consultationin general.” Mums of
Under6s

77

GP Service Provision - lli

(Qualitative)

Mental Health Services

(o]

(o]

o

“If you are goingto a GP about mental health, in
my experience ofgoing to the GP | am always
rushed, itis not somethingthat you want rushed,
if you wantitsorted outitis notthe place you go”

Young Singles

Low awareness of mental health service offerings in
existing practices — some thought this would be offered
as part of a standard consultation whereas others felt it
was too specialist.

Widespread agreement that this is an important service
to be offered at a local level, and that at the moment,
huge variation exists regarding availability and quality of
the service.

Felt that GPs should be cognisant of this as part of all
check-ups - trying to understand if there are underlying
issues affecting patients.

However, universal agreement that this would not be
feasible in current appointment allocation.
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Service Provision -1V
(Qualitative)

Higher Importance
Blood Pressure GP Consultation Wound Care
Practice Monitoring
Blood Tests O Limited experience of this service. However,
mn;egeaarﬁ expectation that a practice nurse would be able
Senices Sorvioos to provide this service.
Long-term conditions Healthy
 eheck ups L;'\fjj]tcyée (o) Again considered important by all to avoid
Diabetes Testing/ ~ patients having to go into hospitals where
Monitori ass .
S Market possible.
Users

“The nurse does wound careas

well.” Young Singles

“l presume the nurse does that.”
Mums of Under 6s

Check-Ups on Long Term Conditions @ and Diabetes Test and Monitoring

O. Considered to be condition dependent.
(o] Widespread awareness that diabetes can be tested, treated an monitored via the GP.

O Those in larger practices have higher awareness and expectation of these services being
offered.



Service Provision-V
(Qualitative)

Higher Importance

: : Child Vaccines _,
Child Vaccines £ / ‘ “

Maternity and Post- O Al would expect this service to be offered.

Natal Care

O Essential for parents to be able to visit GP for routine
healthcare services for children

Niche Users
[ “l justpresume they all do them.”

’ h: Mums of Under 6s
- /y '/ [ ¥
Maternity and Post-Natal Care ﬁ‘ N
>

O Level of service provision within this area varied by practice. All would expect basic
provision, whilst scans or more complex procedures and checks were only available

within a minority of practices.
O. Availability of local service offering for maternity and post-natal care considered

important amongst those with children.

“My GP doesn’tdo scans.”

Mums ofUnder 6s

“Thatwould be very important forwomen .”
Middle Aged Men
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Service Provision - VI
(Qualitative)

7~
Higher Importance // /] 7o
. / =
: : Minor Surgery ’ ! 7 e
Child Vaccines —_— C D
Maternity and Post- O Evident difference by practice size, with only

those attending larger practices aware of minor

surgery services being offered.

O All felt this was a positive development, again to
reduce hospital visits where possible.

Niche Users O. However, widespread acknowledgement that

small practices lacked resources and facilities to

offer this service.

Palliative Care

O  Understanding of current service provision varied, with some feeling this was part of a GPs
standard care offering, whilst others thought this was the role of hospices or other primary
institutions.

O Lack of exposure to the service drives lack of clarity in this area.

I don know ifthey do palliative care? | don’tthink

heard ofa GP being involved in that process. they do?”. Middle Aged Men

“No, it is more the hospitals do that, | have never [
Young Singles




Service Provision - Vi
(Qualitative)

“A lot of doctors won’tdo that, | had to
go through TMB.” Middle Aged Men

Mass
Niche Users \‘. Market Travel Vaccines

STl Testing Travel Vaccines &

O Sservice provision varied with some able to
get this from the GP, whilst others had to
visit a specialist clinic (e.g. Tropical Medical

Methadone Bureau)-

ST | O Feltto be ‘a nice to have’ for GPs, but given

infrequent requirement per patient, it would

not be a priority service.

“My GP setup a methadoneclinic.
You’d goin and there would be a

Jjunkie outofhis head. It’s not - . . .
something you wantto see”. Middle Awareness of specialist clinics either in GP

Aged Men | surgeries or at hospitals for STl testing.
O All felt current service offering was

appropriate. [

STI Testing

“There’s a separateclinic in town.”
Mums of Under 6s

Methadone

O  Niche minority had exposure to a methadone clinic being available at their surgery.
m It was considered to negatively impact on the experiences of other patients.
O. vast majority felt this service offering was important but more appropriate to be run by a
specialist service provider instead of general practitioner.

“You can getit in the Blackrock Clinic. They don’t » X J
dispense it they just prescribe it.” Young Singles = _
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1.7 GP Offering
Priorities
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GP Offering Priorities Overview
(Qualitative)

Higher
Importance p Appointment
o Ease of making availability
Home visits an appointment
\,
Accessto (
same GP for Out of hours’
Nurse Telephone each service Accessible
Consultation appointment > Location

[ Youngercohort }
i -extended !
\_opening hours _}

A

Niche : Mass
Appeal ! " Appeal
{Good facilities] | [ Good waiting ] :gﬂgsg?fgrl:; lél;
' : room facilities
for children : GP (diet lifestyle)
(" Oldercohort- 3
i extended !
Online \_opening hours i
appointment
bookingsystem Telephone/video
consultations
Lower

Importance




GP Offering Priorities — |

Higher (o]

an appointment

Out of hours'

Location

Importance Appointment
Ease of making availability

o

{~ Younger cohort }
| -extended |

|__opening hours ;

O T

Mass
Appeal o

r ‘I make an appointment by phone. It’s
very easy”Mums of Under 6s

——
“Great, 5 minutes walk.” Middle Aged Men

(Qualitative)
You justring and you havean
appointment.” Retirees

Access factors are all considered more important for the
majority of the population.

Appointment availability: Overall high awareness that the
ability to get an appointment for the same day or next day is
a good service. Essential that this continues/is available for
all service users.

Ease of making an appointment: Majority happy with current
process of booking an appointment, with the vast majority
doing this via phone. Speed and efficiency of the process is
also considered important — particularly amongst time poor
cohorts — working parents, young professionals.

O  Accessible location: Location near home and/or work important for all. Vast majority happy
with current GP location and journey to this; varying from circa 5-20 minutes travel.

O. Out of hours service: Provision of some form of out of hours service considered essential. All

would prefer to visit their own GP
A&E evident amongst all.

where feasible but preference for D-Doc or South-Doc over

————

You’re betterto go to southdoc. You’dbe waitinghours in A&E.” Retirees

O  Some form of assurance of consistency of quality of care within out of hours service
considered appealing. e.g. access to patient files for locums/doctors from other medical

centres.
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GP Offering Priorities — |l
(Qualitative)

! Younger cohort Extended Opening Hours

| -extended |

\__opening hours _; O Younger age cohorts unanimously agreed that extended

4 opening hours would be beneficial. e.g. 2 evenings a week
: until 7pm, Saturday AM.
E s Hard to fit in within the working week without taking time
i off — not finishing work until after 6pm.

v

{"65'6;;550-{_"\' o Ho.wever, older_age cohorts feel current opening hours are

: extended : suitable for their needs.

1 |

\ opening hours ,

“It is notgreat, she works mostly halfdays and it | wouldn’thave an issue with
is quite hard to getan appointment with her. opening hours”. Retirees
Thursday she works till about 7, and the rest of
thetimeitis 2to 6 and evento getthere for7 1
would be rushing.” Young Singles
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GP Offering Priorities — Il
(Qualitative)

Importance

Access to Same GP v
i
(o}

y— All would prefer to see the same GP for each
same GP for appointment but this was not considered a

[ Nurse Telephone ] each neceSSity

Higher ;‘l
AR

Consultation appointment

O Considered more important for older patients
and/or those with more complex illnesses,
where continuity of care is important for
treatment.

Niche
Appeal

Home Visits O  In addition, older patients who are more likely

to have a more established relationship with
the GP felt this was more important.

O  Considered essential for a niche audience.

(o) Majority of younger audience had no O If multiple doctors are seen, patients feel
experience of the service. detailed patient record/note sharing are

to GP or use out of hours service.
“They’re Important, that's whatthe local doctor

should be doing, that’'s whatthe family doctoris

(o) Perception that this was a service that had all about” Middle Aged Men

reduced in availability overtime due to
resource pressures, but all felt it was ﬁ

important for a more vulnerable cohort.

‘I wouldn'texpectthatas a service.”Mums
of Under6s




GP Offering Priorities — IV
(Qualitative)

e Good Waiting Room Facilities
Good waiting Additional health .
room facilities advice offered by ] o ) o i
GP (diet, lifestyle) O As identified earlier, current provision of waiting
{Oider cohort -} room facilities varies.
H extended i . . .
{__opening hours _} O. A pleasant and suitable waiting environment was
. ‘ considered a ‘nice to have’ by all versus access and
elephone/video . . . .
consultations clinical quality which are of upmost importance.
e m Those paying for the service more likely to feel
Importance . .
that facilities are important.
oy . “Nice to have, they’lltell you in any case.”
Additional Health Advice [ ey Y f

O Considered relevant to all, and increasingly salient in public discourse to prevent illness
rather than treat it.
(o) However, again, versus access to the GP this would be considered a lower priority.

Telephone/Video Consultation “Telephone is nice to have.” Retirees

(o] —

Little experience of this service.
s Minority had spoken to the doctor on the phone, when deciding whether they should
come for an appointment.
O All felt this service would be useful, (not essential) for some cases, but would not want this
to prevent face to face consultations.
s Those paying would expect lower charge and would find this appealing to basic
queries that they do not want to pay €50- €60 for.




GP Offering Priorities — V
(Qualitative)

) Good Facilities for Children
Niche \
Appeal Cood eios O. Facilities for children not considered a'

for children driver of GP choice or overall satisfaction.

O. However some form of entertainment for
[ Online ] children seen as a relatively cheap service

appointment that can bereft parents and those in the
booking system .
waiting room.

s Important to consider
Lower . hat hvaieni
Importance toyslen.tertalnment that are hygienic
and quiet!
Schedule an “Keep the kids occupied for

appointment online.

Online Appointment Booking System everyone's benefit.” Middle Aged

Men

O Niche experience of the system.

O  Majority prefer booking via the phone, or for routine appointments sometimes face-to-face.
s Driven by reassurance offered by human contact.

O  Would appeal to the time poor cohorts who have limited time to call during the day.
m Also appealing to those who currently find it hard to contact/get through to the surgery
on the phone.
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1.8 Service Users
Summary



Service Users Satisfaction

°* Excitement factors are attractive quaLities which put the
providerin a class above the rest.

°* Notnecessary or expected but can differentiate the
provider. If they are not present, they do not cause any
harm.

| Reverse factors | °

* The factthat not all customersarealike — high
performance may please some while alienating others.

Service Elements: Kano Model*

Excitement factors

Linear factors

Factors that are poorly implemented
will cause dissatisfaction/rejection.
* However strong performance will
drive customer satisfaction.

Good Performance

Poor Performance

Service elements were mapped
using the Kano Model to obtain a
deeper understanding of the impact
of each factor on the service users
experience.

Service Users Dissatisfaction

*Source: wikipedia.org

| Basic factors |

These ‘must have’qualities are most
important to get right, and which the
customer expects inorder to consider a
provider — “Hygiene Factors”.

If these are not present the provider will
not be in the consideration set.

Good performancedoes notdrive
satisfaction.
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Service Elements: Kano Model* -
GP Service Users

Customer Satisfaction

Waiti
Health informationon TV/Healtf

Online ag
More complex additional services —e.g.

Fee equated to time

| Reverse factors |S'Dent W'thip

Poor Performance

minor

*CTLength ofappointmenttime
a

Excitement factors

Ng roomentertainment*
| programmes shown*

pointment bookedyy

Linear factors

surgeryy

< Additional services — practice nurse,

mental health services, diagnostics
M Reception staff

D g Openinghours/ extended opening hours
*Outofhours service

**Ease of making appointment
Home Visits

rity of GP communication

Key elements of the GP service
provision have been mapped based
on customer feedback regarding
their experiences and the
importance of these.

**'\/aitina imes
Avdilability of seating

*

Good Performance

Basic factors

*Clinical expertise

* Basic service offering — GP consultation
* Appointment availability
Suitable location

Basic cleanliness

Customer Dissatisfaction

*Source: wikipedia.org
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Key Take Outs - |

Access
Access factors are all considered essential Higher
for to a good GP service provision. Importance E—
Therefore any changes to or reduction in availability
. . . . a5
the current offering will negatively impact i

on service users experience and

Out of hours’
satisfaction. service Accessible
Location

o

" Younger cohort

Current levels of satisfaction with access | -extended E

(appointments and location) are high. 14-99‘3@991‘99’-5-—'
= However, there is evidence of : Mass
inconsistencies by practice. Appeal

Current provision of extended opening hours varies and is important for younger age cohorts
— with a preference for later evening or a weekend day amongst this cohort.
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Facilities

Overall GP facilities of lower importance
than access and quality of appointment
(mainly time spent with GP).

Current facility ratings high overall,
however, huge variation evident across
practices.

Waiting times drive the highest level of
dissatisfaction.

+ Service users keen to be kept up to
date with current wait times and
warned where possible.

* Suggestions for coding of patients
where possible to plan for different

consultancy lengths, similar to a triage

service either on the phone or at the
surgery e.g. check up with elderly
patient will take longer than repeat

prescription for the contraceptive pill.
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Key Take Outs - Il

Service Provision

1. Overall majority of service users aware of main
service offerings, however, notable differences by
practice evident again.

2. The main services not currently as widely received
which service users feel are of importance are:
1. Mental health services
2. Practice nurses
3. On site diagnostics e.g. x-rays

3. Consumers keen for more communication around
service availability and what users should/ could go
to GP for.



Key Take Outs - llI

Cost/ Value

O value mainly equated with time and quality
of time spent with GP.

s Notable variation in experience driven

by relationships with GP and outcome.

O Majority of service users felt they received
good value from the GP service.

m However, Young Singles who are fee
paying service users would prefer to
pay for the time spent with the GP rather
than a set fee per appointment.

s In addition majority would like to have
access to other services for a lower fee
e.g. nurse appointment, repeat
prescription service.

Time
Spent With
GP

Value

Established

Outcom Relationship
With GP
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& SECTION 2:
Service Providers



Profile of GPs - |

O A range of GPs were consulted as part of the research. They were segmented on the following key

criteria:
Location Practice Size :‘%
& @
Urban and Rural v" Solo GPs and Group
\/ Dublin and Outside Practices.
Dublin

O. The experiences, opinions and priorities of GPs were impacted by the above criteria on some
topics and this has been highlighted where relevant within the report.

In addition to the above we also achieved a spread of gender and
age within the final sample interviewed
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Profile of GPs - I

O  Day to day routines predominantly similar.
m Starting 8:30 — 9am, finishing anywhere between 5:30 — 8pm, with evening
surgeries 1 — 2 nights per week.
s Phone calls with patients and consultants often made/ taken during lunchtime
or after hours.
s Paperwork and referrals fitted around appointments and often conducted after
hours.

O Some GPs working across more than one surgery or spending time out of the
surgery at nursing homes or home visits.

O. Volume of administration and paperwork dependent on practice size and support
staff in place (i.e. receptionists, practice managers).

“I'm strict in that| work throughlunch andonly stay
here till 6 as | have two young kids.” GP, Rural

“I'mthere mostevenings until 7.30, 4
times a week, and | take a halfday on
Wednesdays.” GP, Urban

“The nurses may phone with
minor problems andsay this
has come in whatdo we do,

someonemay need an
antibioticor may needto go “We run overtime as well. It’s fairly busy
to the main land foran x- with referrals and papemwork after hours

ray.”GP, Rural too.”GP, Urban
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Profile of HealthCare Stakeholders

More Direct
Interaction
— : - With GP /4
/7~ \/\\ / N

Respiratory |

Radiologist

Endocrinologist

\
I
|
|
|
|
|
I
|
|
|
|
|
I
|
|
|
|
|
|
|
|

[
I
I
|
|
|
|
I
I
|
|
Mental Health :
I
I
|
|
|
|
I
I
|

Private
Health
Insurer
Pharmacy @
\ Regulator / \ /
N ~ - N ~ 7 7

—— e ————— — —— — ——————————— —

N.B Quotes from the above cohorts are tagged as
‘Healthcare Stakeholders’ throughout the report

Healthcare stakeholders were interviewed across a wide range of disciplines in
order to examine the general relationship, communication and access needs
between consultancy and primary care, and also identify any specific department
needs for the GP contract where evident.




2.1 Current
Landscape
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Key Themes

". Referrals &
W
Treatment

m Access

Processes &
Vv

=1 Administration

The above key themes will be addressed throughout this report,
from the GP and healthcare stakeholders perspective.
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Key Changes Impacting GPs —
Overview

( . )
Q, Increase in Referrals &
~@ :
N Complexity of Care
Required
. h [ 1 I}
[l Increase in Free Access M©
p < Declining and
” Inefficient T Inadequate
‘:Q Communication Resource
3 Systems P
Complex and Time
* Consuming Processes
— & Admin )

The key changes GP and healthcare stakeholders felt had and were
impacting the profession are summarised on the following pages.
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Key Changes Impacting on GPs - |

(X L
m @ Declining and Inadequate Resource

O All GPs referenced the FEMPI cuts, from s Reduction of nursing home patient
2009,2010 and 2013, as a key change capitation fee.
impacting negatively on the current status - Reduction of funding whilst
of their profession. service requirements increase due
m Overall GPs referenced a “40%” cut in to the ageing population and
funding. Resulting in wage cuts and national drive for maintaining
loss of staff. continuity of care at a primary
level.

O Key cuts reference'd were: . “There hasto be an acceptancethatthere is a
= Removal of distance coding. differentlevel of demand on the system to say
Negatively impacting rural GPs. 30— 40 years ago.” Private Health Insurer
Putting them at a disadvantage

and reducing appeal of rural GP

positions. “GPs turnoverwas cutjustunder 40%, that brought
s Removal of living out allowance for problems such as less staff, fragmentation of care
NCHDs’ and less trust with the HSE.” Practice Manager

Reducing attraction of profession

for newly qualified doctors. “It hitthe rural areas very hard andthat makes no

one wantto come outand work here.” GP, Rural

Issues of resource are linked to all other key changes that GPs and
Healthcare Stakeholders highlighted over the past 5 — 10 years.
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Key Changes Impacting on GPs -l

'!. Increase in Referrals &
WA Complexity of Care Required

O All GPs, Pharmacists and Nurses felt that O  Some GPs specifically referenced getting more
their remit had and was continuing to widen complex referrals back from consultants
in terms of care provision. requiring the GPs to repeat investigations
s Recent health policies and initiatives and/or manage patients health on an on going
focus on continuity of care and basis.
focusing care at a local level where m All GPs felt this should be part of their role
possible. if adequately resourced.
s As part of the above GPs involvement
in chronic disease management has O. Mental health issues were specifically called
also increased. out by some GPs and Nurses as something that

they were dealing with more.
_ . _ . s Required specialist training to handle
“Patients are coming from hospital with effectively and time, both of which are

. inSt.r“C’fionS forthe G".Dto fOI.IOW.Up on limited (as outlined on the previous page).
investigations or repeatinvestigations or do

ongoing managementin ways that!don’t ap . . : .
think they were 10 years ago. It's the I've noticed a huge epidemic of mental health issues,

expectation andthe complexity.” GP, Urban especially in young people. Complex, modern Ireland has
created a lotofproblems. There are no resources in
dealing with itapartfrom sendingthem to a psychiatric
unit. We’re landed with a huge amount of stuff that we
don’thave the resources to dealwith.” GP, Urban

Overall GPs felt they required more training, more staff and more funding in order
to deal with the increase in complex cases being dealt with at a primary care level.
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Key Changes Impacting on GPs - il

Increase in Free Access

O Overall all GPs felt that those accessing the O The ageing population was also felt to

GP for free had increased over time. impact on GPs workload with increased
volumes of patients and increased
O  Free access for under 6’s was referenced complexity of issues.
by the vast majority of GPs as a key recent
change. “Our patients are getting older, they've allgot a lot
s Evidence of an increase in patient more wrong withthem.” GP, Urban
visits.
s There was also anecdotal evidence “The under 6’s was anabsolute disaster, itwas a
that free under 6 access had bad contractbutwe are seeing more under 6’s
particularly impacted on out of hours coming in. They're coming in for silly things, it

makes very little financial difference to us. A new

demand. contractis needed basically.” GP, Rural

s In addition GPs felt that parents were
making appointments for unnecessary

reasons, e.g.a papercut, because it “The under 6 card has changed everything. Aftendance
was now free. of under6’sis up 40%in this practice. | have some kids
thathave been seenup to 40 times a yearand we get
“There is a demographic tidal wave and we paid 100 euroforthat. They are completely normal,
simply have to investto deal with it” healthy children.” GP, Rural

Private Health Insurer

Again this was linked back to a resource issue as demand
increases whilst available resources decrease.
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Key Changes Impacting on GPs - IV

V—

(|

Inefficient Communication Complex and Time Consuming
Systems Y Processes & Admin

O Poor technology infrastructure, particularly O. The majority of GPs referenced an increase

within hospitals, seen to cause
inefficiencies with;
s  Communications between GPs, Nurses
and consultants.
m Referrals processes.
Maintenance of patient records.

Over time the gap between the systems that
the GPs have invested in, versus those
within hospitals, are considered to have
notably increased.

Communication between the HSE and GPs
also seen to have deteriorated over the past
5-10 years.
m Trust with the HSE evidently broken
down due to the handling of the under
6’s changes and the lack of
reinstatement of FEMPI cuts.

in administrative requirements linked to the
GMS contract over the past 5 — 10 years.

s All had seen an increase in workload
for their practices, with a lot of this
attributed to Primary Care
Reimbursement Service (PCRS)
requirements.

In addition GPs had noticed an increase in
patients or organisations (e.g. Tusla)
requiring forms to be signed by a GP.

“It’s very frustrating withthe PCRS.” GP, Rural

“The amount of extra administration has gone

through the roof, people bringing all sorts of different

letters with them.” GP, Urban

“The amountofpaperworkthe practice nurse

doesisfrightening.” GP, Rural
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2.2 Resources
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Resourcing — Overview of
Key Issues

Financing
Structures

Facilities/

Equipment

W®©
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Financing Structures —
Key Issues

O. Current levels of funding are not considered sustainable for the increasing demand
placed on GPs and their practices.
s These funding issues were raised by both GPs and healthcare stakeholders.

O The key areas that are considered important to address are outlined below.

Short Term

“We need to know they are committed to

C';;I‘;'aet‘l':n reviewing the current set-up.” GP, Rural
System
Introd “They need to consider the GP budget.. It's 2%
ntroduce currently, most EU countries is 5%. Ifwe even
Long Term :;|suranct:e gotitupto 3%.”GP,Urban
ayments

Both GPs and other healthcare stakeholders perceived the current
financing structure for GPs to be a key area for addressing as part of
*@ the HSE consultation and GMS contract review.
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Financing Structures —
Service Funding- |

O  Widespread agreement, amongst both GPs and
consultants about the importance of reviewing
and widening payments that GPs currently
receive for Special Type Consultations (STC’s)
or other treatments outside of the standard
consultation.

) O All GPs and practice nurses claimed to
Review advocate GP practices taking on more complex

Cgpittation care if they are properly equipped to do so i.e.
ystem s Available time
Equipment
Introduce . Aqu:f) riate staff/ trainin
Insurance = Approp 9
Payments
y All of which require funding/ an appropriate
incentive to encourage GPs to undertake them.
“There is willingness to do more ata primary O. In addition the current contract requires
care Ievelbut_there is a dearth ofresources.” modernisation as provision is included for
Private Health Insurer services no longer performed e.g. instruction

of fitting a diaphragm.
“You need to incentivise more
complex care.”Healthcare “There needs to be more resources providedto GPs.
Stakeholder Procedures suchas a phlebotomy which could be easily
done in practice for patients that have too much ironin
* @ their blood should be funded.” GP, Rural
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Financing Structures —
Service Funding- |
@ Chronic Disease Management — |

O All GPs and healthcare stakeholders (o] Key priority areas that GPs and healthcare
referenced the increasing importance of stakeholders referenced managing at a
chronic disease management at a primary primary care level, if appropriately funded
care level. were:

s Haemochromatosis - e.g. GPs/ trained

O However, funding and appropriate resource nurses can conduct the
allocation for this is required. therapeutic phlebotomy to treat this.

m COPD and asthma - monitoring

O In addition patients without a medical card disease and patients lifestyle.
have to pay for appointments or procedures m Diabetes — develop and roll out cycle
at a GP practice and are therefore more of care.
likely to go to the hospital for their s Heart Failure - manging and monitoring
procedures. patients with existing heart conditions.

m Roll out of ARCH - flexible
interaction between GPs and

“Alot of patients could be treated athome [for consultant.
COPD]if GPs were facilitated and equipped

to.” Healthcare Stakeholder
“We can advise GPs from afar without

patients havingto travel or visita
“There is no integrated care with GPs and I think consultant [about ARCH].” Healthcare
a lotof GPs justtend to send COPD's into Stakeholder
hospitals and not have a longterm interestin

looking afterit.”Healthcare Stakeholder “The HSE does notsee whatitis costing them in

voe the hospital andif we gotthatacross to them it
m @ mightchange.” Practice Manager



Financing Structures —
Service Funding- i
Chronic Disease Management — |l

O The ideal process is that more simplistic testing and

(o) Pharmac_ists were also aware an_d concerned monitoring is conducted in the pharmacy, with
with the increased pressures being placed pharmacists able to further refer back to the GP
on GPs surgeries due to the re-focus of more complex cases or patients who require further
chronic disease management into primary testing.
care.
_ ' O The perceived patient benefits include;
O. Ssome pharmacies already offer testing and s More on-going monitoring of patients through
monitoring services such as Warfarin, blood the pharmacists.
pressure and cholesterol testing. s Greater access for patients to regular testing,
m However, this is currently being without having to book an appointment at a GP
conducted on an ad-hoc basis. surgery.
s The pharmacy location may also be more
O Both pharmacy representatives indicated a convenient for patients.

strong interest in expanding and formalising
the provision of these services, with
appropriate funding.

m This presents an alternative opportunity “We know doctors are swamped, they haveto take
for sharing of responsibilities in on a lotof management of chronic disease
primary care. managementbecause the systemcan tafford to

keep treating people in hospitals for conditions that

“There is capacity thereforthe less complex patients to should be managed in the community.” Pharmacist

have their monitoring done in a phamacy. Some do I&R
testing, blood pressure or cholesterol checking. It
requires development and formalisation.” Pharmacist
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Financing

Structures —

Service Funding- lll

O The majority of GPs and healthcare stakeholders had examples of programmes or initiatives

where they felt that structured care programmes were currently working well, or could work

well over time.

Case Study: Diabetes Cycle of Care

v" Type Il diabetes patients with a medical or
GP card have been given access to a free
review with GPs twice a year.

v GPs are paid a set rate for these
appointments.

Positives:

= Proactive management of chronic diseases

Patient self management education

sessions offered as part of it — encouraging

patients to take responsibility for their own

health and understand impact of lifestyle

choice.

= Lessons can be learnt from this

approach for other health
management education schemes

in the community. Challenges:

» Reduce risk of condition worsening/ related
illnesses developing.
= GPs financially supported for provision of
service.
= GPs and nurses in some areas have access
to additional support from specialist
diabetes nurses — running clinics, training,
advice on patients.
“€100 capitation fee receivedforthe
managementof Type 2 Diabetes does not cover

the costof man hours required to complete the
2 annual visits per year.” GP Urban

= Variation by area in terms of patients
wanting to access the service and
resources provided.

= Considered to be ‘the tip of the
iceberg’ in terms of chronic disease

management.
“It is working well in some “The diabetes
places butthere istoo nurse clinichas
much variety across the been really
country.” Healthcare successful.”
Stakeholder GP Urban
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Financing Structures —
Service Funding- IV

Case Study: Heartwatch
Monitoring Programme

v" Monitoring of patients who have had an M,
coronary bypass (CABG) or coronary
angioplasty (PTCA).

v" Involves continuation of care from GP after
these procedures.

Positives:

= Perception that it was successful —
reduced mortality.

= Encourages patients to review risk
factors and current lifestyle choice
with GP to manage condition and
prevent deterioration.

= Ensures at risk patients are monitored
and avoids unnecessary visits to
secondary care.

Challenges:
* Not rolled out nationally.

= Lack of access to 24 hour heart
monitors.

“We still have the heartwatch programme here, it
was intended to be rolled out nationally but [ think
it was because ofresources. Itkeeps people out
of hospitals andit saves lives.” Practice Manager

®
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Financing Structures —
Service Funding -V
Patient Check-Ups

O. In addition to chronic disease management consultants referenced the importance of GPs
taking a proactive approach to patient care, thus avoiding the development of serious
illnesses and the need for acute care.

s Current perception is that this approach varies by practice dependant on GP resources
and relationships with both consultants and patients.

O For example:

s Mental health patients are much more likely to be prone to make poor lifestyle choices
and therefore be at risk of contracting physical health problems linked to obesity,
smoking etc.

s Regular patient monitoring at a primary care level, instigated by the GP or by the
Pharmacist can avoid a multitude of more complex physical medical conditions for
patients.

(o] Again it was acknowledged that GPs would need to be adequately resourced in order to be
able to have the time to take this more proactive approach. Alternatively, Pharmacies
represent an opportunity for simple health screening to be conducted in primary care, with
direct referral to GPs when needed.

“The big strategy that we would wantto see is

‘lIln mental health]thereis people getting out ofhospitalsand back to GPs
a real needfor GPs to be aspeople are now getting cured of cancer, that

“There needs to be a systemin monitoring patients is were the contractis very efficient now.”
place to recall those with particular | | physical health andbeing Healthcare Stakeholder
mental health issues to ensure very proactive in this

o0 they have a check-up.” Healthcare regard.”Healthcare
@ Stakeholder Stakeholder



Review
capitation
system

Introduce
Insurance

payments

“The distance coding needs to

“Every GP should be
be brougﬁtbackbecause rural entitled to a subsidy for
practitioners needto be a2 practice manaaer.”
acknowledged because ofthe P GP. Rural ger.

distancestheytravel.” GP, Rural

W ©
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Financing Structures —
Allowances/ Grants

All GPs referenced the requirement for certain
grants/ allowances from the HSE in order for
them to meet the current demand with quality
patient care provision.

These include:

m Reinstating the rural allowance / distance
coding and introducing a social deprivation
grant to encourage GPs to more rural and
deprived areas.

s Reinstating higher nursing home patient
capitation payments.

s Reviewing out of hours funding/ support
particularly for rural GPs.

s  Widening / increasing grants for funding of
both practice nurses and practice managers
to support GPs and ensure their is time
spent most effectively.

s Locum payments which are reflective of
what actually has to be paid to a locum.

s Funding for equipment to enable more
complex care provision at a primary level.



Review
capitation
system

Introduce
Insurance
payments

“There’s a problem with the flat rate because ifyou have an
elderly patientand they’rein very often, taking up a lot of
time, you don’tgetpaid forit. There should be extra
paymentaccordingly.” GP, Urban

“The overall capacitation needs to be increased.” GP, Rural
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Financing Structures —
Capitation Payments

The majority of GPs were in favour of a co-
payment system being considered.

m Asking medical and GP card patients to
pay a small fee for each visit, in order to
deter unnecessary visits — likened to the
prescription charge or the plastic bag
levy.

In addition a review of the current capitation
amount and structure were also considered
important.

s Incentivise quality care by reflecting time
spent with patients, particularly for more
complex cases which cannot feasibly be
addressed within the 10-12 minute time
slot e.g. mental health issues.

“I think there should be a co paymentfor medical
card holders. So foranyonethatgets free GP
visits, even ifitis 2 euro a visit, it might stop
people coming all the time.” GP, Rural

“We had someone come up to the practice looking for an antibiotic for her
dog!! Because she would haveto pay the vetif she wentthere.... That's the
v © wasteful resources GPs are dealing with everyday.” Practice Manager
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Financing Structures —
Insurance Payments - |

O A niche minority of GPs referenced the
option of private health insurance payments
as an additional source of funding for GP
practices.

m Reference to systems in other countries
such as Australia and Canada that allow
for, and support this approach.

O  Private health insurance payments would

c:;‘t';ﬁgn help fund chronic disease management
system services.

m Particularly for non GMS patients who
would go to secondary care institutions
to avoid payment at the GP.

Introduce
Insurance

payments ] _
O GPs felt that private health insurance

providers would need to drive this change in

“We need to change howwe charge people. The consultation with the HSE.
only way we can do thatis ifthe insurance
companies cover general practice in a meaningful “One thing Iwould like is insurance basedpayments for GPs. They
way.”GP, Urban doitin Australia. It changes the whole mind-set. You’re paid for

what you do. It would bring a lotof changes. We don’thavethe
opportunity to generate income here.” GP, Urban

“If it was made economically advantageous forinsurers to getinvolvedthen they could start
000 looking atpatient management, the delivery of services, efficiencies of patient care, asis
© done in Germany”Private Health Insurer



Review
capitation
system

Introduce

Insurance
payments

“The regulation ofthe market makes itvery
difficultforinsurers to actually enter significantly
into the funding of chronic disease management

in primary care.” Private Health Insurer
L JG,

Financing Structures —
Insurance Payments - Il

O. However, the private health insurance

sector reference the current regulatory
system as a barrier to their involvement in
primary care funding.

m There is an inadequate risk
equalisation system, meaning the
current rating system encourages
insurers to have young, healthy
customers versus looking after the
health of older or sicker people.

O. Germany is seen as an example of a

country where the regulatory market
encourages insurers to fund chronic
disease management at a primary level.

“It needs to accelerate [change of current requlatory
market]...our population is getting older and primary
care hasto be a much larger partoflooking after those
patients.” Private Health Insurer
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Staffing

O. Both GPs and consultants referenced the importance of adequately trained staff in

order to deliver a quality service and to meet the increasing demands on their time.

(o) Staffing includes GPs, support staff and the wider Primary Health Care teams, as
outlined below.

Practice
Managers

The current situation and suggested improvements from
°00 @ those consulted are outlined on the following slides.
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Staff — Trainees and New GPs (l)
T

O. All GPs referenced an evident lack of newly qualified GPs staying in Ireland for
their career.
m Considered particularly challenging for rural practices, who struggle to attract
new staff members.

O  Many attribute the current situation to the existing terms and conditions which are
not considered attractive.

Requirement to be ‘available 24/7, 365 days a year’.

Lower pay and longer hours than other countries.

Large debt from training/ education.

Pressure of self employment from those wanting to be partners.

Increased cost of medical indemnity insurance.

O. Also current perception that the GMS contract is inflexible and excludes qualified
doctors who would otherwise be interested in a GMS contract.
e.g.
s 40 hour week minimum requirements excludes working parents who are
looking for part time, flexible opportunities.
s No job share or contract sharing provision in place.

“The currentmodel isolates many female “All the young GPs are gone, emigrating. Young doctors
doctors who work part-time but wouldlike a don’tsee a future forthemselves in this system,
GMS contract.”GP, Rural especially when there’s no GP contract.” GP,Urban
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Funding and communications should focus
on encouraging GP trainees/ newly
qualified GPs to stay in the country.
e.g. offer debt reduction, tax breaks, rural
or social deprivation allowances.

Otherwise, wide agreement that any funding
currently spent on education and training is
partly wasted on those who take knowledge
and expertise abroad.

In addition a more modern and flexible
approach should be taken when
considering the GMS contract terms and
conditions to ensure it is accessible for all
GPs.

W®

“It's purely terms and conditions. Nobody will
take a job whenthe bottom line on the contract
statesthatthey reserve the rightto reducethe

salary atanytime they want.” GP, Urban
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Staff — Trainees and New GPs (I}

!

“Graduatesthatare coming outdon’twantto work
in GP, Rural areas. They wantto in the city, work
9-5 and nothave to do outofhours. They don't
wanta premises and staffto be responsible for,
theywanta salary.” GP, Rural

“They are facing a real recruitment challenge.”
Private Health Insurer
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Staff — Locums °

A

O  Locums also considered hard to access,
particularly in rural areas where they would

seek higher payment to encourage them to “With the GMS they allow a certain
make the journey. amountifyou’re sick orgoingon
holidays towards a locum. That
. . amountdoesnteven covera half
O In addition, as previously referenced, day.”GP, Rural

allowances for locums from the HSE are
much lower than those actually paid

resulting in a loss for most GPs when “We’ve gotto be able to retain doctors in the
paying for a locum. country.” Private Health Insurer

O Due to limited access and limited funding
rural GPs claim to avoid using locums
where possible.

O Negatively impacting on both their
work/life balance and work outside the
practice i.e. CPD time, attendance of
PCT meetings, attendance of hospitals
forums.

W ®©
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Staff — Practice Nurses

O. Practice Nurses are considered pivotal to GPs ability to deliver quality care and ensure
continuity of care, in a primary care setting.
s Ensure GP time spent efficiently.
s Avoid unnecessary referrals and visits to hospitals.
s Enable continuity of care for patients.
s Can deliver a wide spectrum of services which can be under utilised if funding isn’t
available.

(o) Larger practices with more than one Practice Nurse highlighted benefits to patients in
terms of service provision.
s Double appointments available for more complex procedures such as phlebotomy.

o Majority of practices have practice nurses either full time or part time.
s Nurses remit varies depending on training.

O  However, all raised the following issues:
m Lack of funding for practice nurse wages.
s Lack of available funding and time to up skill/ train practice nurses.
s Competition with HSE as an employer.

“Some producers are time

“We geta nurses grantand : i
consuming and smaller practices

We have a sp.ec./a//sgd nurse butthe , secretarx grant@ut we are in justaren’table to offerthem.”
nurse that specialises in diabetes hasn't competition withthe HSE Healthcare Stakeholder
been trained to do bloods.” Practice and the HSE is farmore
Manager attractive than a practice.”

* @ Practice Manager
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Staff — Practice Managers .

[

O  Increase in administrative requirements referenced by all GPs.
s Particularly due to Primary Care Reimbursement Service (PCRS) processes and GMS
prescription transcribing (outlined in more detail in 2.6).

O. All GPs value the role of the practice managers within a practice.
s However, employment of practice manager varies by practice size.
s Lack of funding available for solo practices to employ practice managers drives
dissatisfaction.

O. Use of qualified GPs for administrative tasks not an efficient use of resource.

“If | was a practice manager, |would notbe able
to cope with the paperwork. It's the GMS
contract, so much paperand claims for
everything.” GP, Rural

“GPs have to do a numberof CPD hours a year, so why do you
have to go do the PCRS then. From an adminpoint ofview that
takes up a huge amountoftime.” Practice Manager

Broad consensus that HSE funding should help to incentivise GP practices to
use resources appropriately ensuring practice nurses and managers are
available to enable GPs to focus on consultations and additional services such

o0 @ as chronic disease management and minor surgery.

w
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Staff — Wider Primary
Care Team (PCT)

O. Experiences of working with wider PCT’s O Interaction evident not just between GPs but
varied greatly by area. also Practice Nurse and Practice Managers.
O Both GPs and healthcare stakeholders ) g:..t:;:m?e::ﬁ?:nf :nd best practice
spontaneously referenced the benefits of 8 Di 9 9 I P ]
working closely with, and being supported = Liscussing compliex cases.
by a network of primary care workers in s Ensuring continuity of care.
their area.
s Higher chance of quality care and
continuity of care for patients. “l workin a primary care team,
s Reduce need to refer into secondary which works extremely well....we
care. were a pilot scheme andwere
m Access to expert knowledge and very committed to it so that’s what
advice e.g. talk to a psychologist about made itwork.” GP, Urban

a potential mental health case.

O Effective implementation of PCT’s
considered to be down to

= Resource, Every area is different. 20 years agowe

.. . . - were meeting once a week all the nurses,
s Individual relationships building these pharmacist, physio etc. All of those peaple

teams and networks ) .
L fi £t metonce a week forreferrals, we still do it.
m Localion of teams It's brilliant.” GP, Rural

m i.e.those in purpose built
practices sharing space with HSE
team members are able to easily
engage with them.

W ®©
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Staff — Wider Primary
Care Team (PCT)

o Key barriers to engagement and effective working

practices considered to be: “Patients need moreaccess to Public Health

n Deficit of wider PCT members; physiotherapists, Nurses, or services such as long term wound
psychologists, dietitians, occupational care need to be free whenofferedby a
therapists, speech and language therapists. practice nurse”Healthcare Stakeholder

s If available they are often shared across a
wide area or only available via secondary
care institutions.

s Majority not located in same building as other “Ouraccess fo primary care staffhas
PCT members e.g. GP surgery separate to depleted”Healthcare Stakeholder
physiotherapist or psychologist.

m Lack of incentive/ support for GPs to fully

engage with wider PCT team. “I think some primary care teams were created for
s Unnecessary administration and bureaucracy the sake ofit...the fact thatthey achieved nothing
involved in establishing PCT’s. was irrelevantto the politicians,.” GP, Urban

W ®©
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O Majority of GPs claimed to complete
required CPD outside of working hours
where possible.

o Opportunity to engage in training outside of
required CPD time considered limited by
the majority due to lack of time.

ﬁ Continuation of training and upskilling
considered essential for the professio

v" Opportunities for training GPs in more
complex care and incentivising them to
do so.

 Encourage via shadowing and
training with secondary care
consultants/ specialities.

v' Support approach with GMS contract

in a sustainable and flexible manner.

®
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Training — GPs

Consultants

O. Majority of consultants reference the
importance of GPs Continuing Professional
Development (CPD).

m However, awareness that time is
limited and this is often done outside

of hours.

O. Involvement of consultants in GPs CPD

\ where possible also considered important.
n.

“They need to “Anyone training for
encourage practical acute care needs to
upskillingand suitably spend alotmore time
reward this.”Healthcare in primary care and
Stakeholder vice versa.”
Healthcare
Stakeholder

“Promote integration between
acute and primary care via

k that recognises and supports training/ training.”Healthcare Stakeholder
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Training — Practice Nurses - |

O There is currently no requirement for GPs to release nurses
for training or to encourage their CPD.
m Therefore, results in a varied approach across practices.
s  Where investment is made practice nurses are able to
support GPs on a wider spectrum of services e.g. wound
care, phlebotomy's, assistance for minor surgery.
> Beneficial for patient experience.
> Ensures care inthe community/ at a local level
where feasible.
> Maximises use of GP time.

O  GPs are restricted by a lack of funding.
s They can’t finance training and replacement staff.

s Call for HSE to do more to support this. "Practice nurses can attend

HSE education...sothe PHN
and the practice nurses could

O  The HSE encourages a more structured training programme share modules, forexample
for public health nurses (PHNs) resulting in a divide between on wound care, butpractice
the practice nurse and PHN skill set. nurses aren’treleased to

s Opportunity for practice nurses to attend some HSE attend. Thathasimplications

for PHNs and practice nurses
working together.” Private
Health Nurse

training where roles overlap.

O. Role of Irish Practice Nurses Association considered
essential in supporting and representing practice nurses.
s Potential for more collaboration with the HSE.
W®©
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Training — Practice Nurses - |l

O Forward planning considered essential here to
maximise the use of practice nurses in order to
provide a better service for patients at a primary
care level.

» Increase resource allocation for practice nurses
— both wages and training.

» Increase types of procedures that can be carried
out by practice nurses e.g. compression
dressing, wound care.

m Offers continuity of care for patients.

s Reduces pressure, and funding demands, “We could do the testfor Hematomas here ...we
on hospitals and PHN’s. could see these patients andinvestin another

nurse, ortraining, and itwould free up hospitals and
would be cheaper.” Practice Manager
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Medical Facilities and Equipment

O  The quality of facilities and access to O A minority of GPs also referenced the
equipment varied greatly by practice size current variation in services offered to GP
and practice location. practices versus consultants — with lower

s Smaller and more rural practices were priority being given to testing blood
most likely to need to refer patients to samples from GP practices leading to
other PCT members or secondary care samples being unusable and/ or requiring
facilities due to a lack of suitable retests.

equipment on site.
o Minority referenced current ban on inter-

O. In addition ability to purchase equipment referrals between practices as a barrier to
(replacements or new equipment) varied by improving access to care for patients.
practice and their financial situation. m This inflexibility seen to drive more

m However, allfelt that current GMS patients into secondary care
payments did not cover any funding unnecessarily.

for medical equipment/ machinery efc. ‘A kidney specialist said thatthe blood samples needto be

] ] ] checked in a certainamount ofhours, they do consultants first
O. Practice Nurses using equipment regularly | over GPs’due to hospitals being so busy and the GP ones are left

for height and weight check-ups, felt more sitting on the desk and then aretoo old.” GP, Rural

funding should be provided for equipment

maintenance and upgrading. “Testing for bloodclots, you can buy the
s Particularly since the introduction of machine butitwould cost€2,000 and the

test foreach consumer would be about
€50. If that was resourcedin general
practice itwould save someone having to

“l use my own instruments, ifyou use disposable ones it costs a lot go to the hospital.” Practice Manager
o®e more money andit’s onlyin the past 6 months thatthe HSE pay but
m @ there wouldn'tbe any profitfromit.” GP, Rural

free access for under 6’s, which has
increased the usage considerably.
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Primary Care:
Minor Surgery/
Minor Procedures

Resource
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Summary - |

Ingrowing A
nail
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Primary Care: Chronic
Disease Management

Primary Care: Direct
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Opportunity to reallocate funds considered key by all in order to

address current situation.
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Resources —
Summary -

Widespread agreement that the current funding allocation from the HSE to GPs needs to
be reviewed. Too many patients currently being unnecessarily funnelled into secondary
care. Resulting in long waiting lists and blockages at entry points — most notably A&E.

Primary Care:
Minor Surgery/
Minor Procedures

ﬁhigh importance is placed oh

the HSE demonstrating a
commitment to primary health
care and GPs with a clear long
term plan regarding resource
allocation towards primary
health care. Within this funding
structures, staffing, training

and equipment plans should all
be addressed.

Ingrowing
nail
removal

N\

Hospitals/

7/
7/
b | Potential funding !
Cd
,/

Funding

Primary Care: Chronic
Disease Management

Primary Care: Direct
Referrals/ Diagnostics

/ ’

Z
’
(s 1

I reallocation |

Longer term planning considered important
to proactively manage patients at a primary
care level to avoid the build up in the
secondary/ acute care institutions.
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Resource — Summary - i

Primary Care: Chronic | Q) Widespread agreement that the current

—— :'sease Henagement funding allocation from the HSE to GPs needs
Primary Care: _,egzi‘l,m /// to be reviewed.
yanor Surge ; x Too many patients currently being
R " [ Primary Care: Direct unnecessarily funnelled into secondary
Referrals/ Diagnostics care. Resulting in long waiting lists and
blockages at entry points — most notably

A&E.

.. o Longer term planning considered important to
| Potential funding | proactively manage patients at a primary care
| feallocation | level to avoid the build up in the secondary/

Funding acute care institutions.

O A high importance is placed on the HSE demonstrating a commitment to primary health care
and GPs with a clear long term plan regarding resource allocation toward primary health care.
s Within this funding structures, staffing, training and equipment plans should all be
addressed.

O. The formalisation of more simple chronic disease management through pharmacies should be
explored, in order to potentially relieve pressure on GP. However, need to have a simple
procedure for pharmacists to make further referrals back to the GP if necessary.

W ®©
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Patient Access — Overview

Patient access to GP care has been analysed across the
four key areas outlined below.

Appointment
AYETIETo 11114

Q’h‘ , Services
C::X
ouUT

OF

HOURS

2
©

Overall perceptions of both GPs and consultants was that free access to
GPs had increased overtime e.g. GP card, under 6 free access. With the
decline in funding (post FEMPI cuts) and the increase in free access to GPs,
the current situation is not considered to be sustainable for GPs.
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Access — Appointment
Availability

O. All felt access to GPs was relatively good, with most able to accommodate patients
in less than 24 hours with urgent patients able to get more immediate access.
s GPs and healthcare stakeholders referenced waiting times in the NHS being
over a week on average.

O. However, those in larger practices acknowledged that patients may not always get
to see the GP that they wanted, something which they feel has changed and will
continue to change over time as pressure increases i.e. more access, less funding.

O Prevalence of visits outside of the practice also varied.
s All would do some home visits or visits to nursing homes.
s All acknowledge that this is an essential part of the GP service, and again
important to ensure care at a local level.
s However, this requirement increases pressure on limited resources.

O  GP interaction with nursing homes and nursing home patients considered
particularly challenging.
s Current capitation not considered sustainable and administrative process
considered too cumbersome.

“Because itis such a GP, Rural area, we do a lotofhouse
calls, which a lot of younger GPs dontwantto do. We
are underthe ShannonDoc foroutofhours, so we do our

“At the momentI’'m getting paid 180 euros a year to see
geming pal Y Y own shifts on that.” GP, Rural

nursing home patients, andyou may see themonce a
[l week, 50 weeks ofthe year.” GP, Rural



O GPs and Practice Nurses stated that
appointments were scheduled to last
between 10 — 15 minutes.

s Majority stated actual appointment
times vary from 5 — 30 minutes.

s In addition 1-2 urgent patients would
be added on to the list.

s Overall this results in surgery times
running over.

o} Key drivers for appointment length
considered to be:
s Complexity of patient condition;

s Chronic disease patients, older
patents, those suffering with
mental health problems all
referenced as drivers for a longer
appointment length to ensure
appropriate quality of care.

m Private patients look for ‘value for
money’/ visiting for multiple reasons.

s Relationship with patient i.e. some
patients want to have a chat with GPs.

s Proportion of appointments out of the

Access — Appointment Length

surgery — home or nursing home visits.

O. Majority of GPs not looking for a change to
the current appointment system/ set-up.

s However, all felt that the current GMS
contract and associated funding
should be more reflective of required
time spent with patients in order to
deliver quality care.

O. In addition the role of the practice nurse
also considered key to reduce burden on
GPs and increase access for patients.

O  Consultants working closely with GPs such
as geriatricians and psychiatrists value
time GPs currently spend with more
complex patients.

m Need to avoid reduction in
appointment times, but ensure GP
remuneration is reflective of time
required for more complex cases.

“We need to build something in
that reflects more complex
care needssuchasa
discussion aroundend oflife
care with a family.” Healthcare
Stakeholders

“I have 15 minute slots per
patient, buton a busyday |
would double book and
might see up to 40
patients.” GP, Rural
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Access — Out of Hours
S erv | ce | v T TJ

O All GPs provide an out of hours service, as O. Both consultants and GPs noted the

required by their contract. importance of the out of hours service in
avoiding unnecessary visits to A&E and

o Widespread agreement that this was an build up of waiting lists at a secondary care
essential part of their service offering for level.
patients.

O. GPs keen to see improvements in record

O Out of hours agreements in place varied. keeping and sharing within the out of hours

services.

O. Majority part of a regional co-operative m i.e.if an out of hours doctor sees a
where multiple practices pool together to patient, records should be kept and
offer out of hours services. shared with the patients own practice

s Frequency of being ‘on duty’ varied for (see section 2.5).

those in a co-op from fortnightly to

“There are some geographic limitations, there are some
every few months.

veryisolated areas thatcan’tjoina co-op. there are
some people thatare veryisolated.” GP, Urban
O  Those in more rural areas experience more

challenges with the co-op: “It means we do 1in 4 weekends andthen we do 1 or 2 nights
m Distances meant patients could be a week. It’s very full on, most nights are reasonably quiet, but
circa 1 hour away from their closest you cantrelax obviously.” GP, Rural
out of hours surgery. Therefore
prac.tices offer their own out of hours “Out ofhours we do itourselves.. we felt it
service. would be inadequate for patients ifa service
s Much higher demands on GP time. was 30 miles away, so itthere was any real

s On call 1 - 2 nights a week and emergency the patients wouldntgeta good
every 3-4 weekends enough service.” GP, Rural



Overall all GPs felt that patients have
access to a high quality GP consultation
service across the country.

However, additional services offered by GP
practices differs greatly dependant on
practice size and area.

All GPs and healthcare stakeholders
acknowledged the evident variation
regarding what services patients could
access.

m As previously highlighted access to a
practice nurse and other primary care
staff outside their practice considered
important to ensure timely, quality care
for patients.

In addition access to diagnostic services at
a primary care also considered important.
m See section 2.4.

“The service is accessible and
accommodating.” GP, Urban

Access — Services e

O The long term goal regarding GP services,
shared by GPs and healthcare
stakeholders, is the provision of quality and
continuous care at a primary level for all
patients where it is medically advisable.

s

“GP care of olderpeople is good.. .but
othermembers ofthe primary careteam
needto be bolstered up e.g. having
enoughphysiotherapists, psychologists
etc.” Healthcare Stakeholder

“We need to give doctors access to
diagnostics.. We have to have resources in
the community so patients can actually be

looked after”Private Health Insurer
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Overview of Current Referral Pathway

Email/ Fax

/\} Referral

(Majority of EEE
%0 == _\
’»
A T @
\\
\

vl

A

E-Referral
(Minority of
Cases)

(Varied)

Referral Logged/
L3 Forwarded
Electronically to

* - /- Consultant
e Referral Printed

K —— and Given to
Consultant

The referrals process generally follows the above pathway
@, between GPs and consultants, which will be explored in
'{g further detail on the following slides.
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Evaluation of Current Referrals
Process — | (GP Referral — 1)

(o) Upon patient assessment, the GP refers the patient to
the hospital/clinic via fax or electronically (where
possible).

O. Fax referrals considered outdated, creating extra work
for hospital administrative staff, and potentially

!o —> iﬁaﬁg?l causing delays for the generation of patient
: ) i appointments.
\t‘ s Consultants acknowledge the potential for faxes
(EMReferralf to get lost/not forwarded/reviewed within an
inority o

appropriate space of time.
s Mention of referrals being handwritten on

Cases)

“There is a huge benefitof going electronic. occasion, causing some difficulty for consultants
As up to now they were faxing and they in deciphering illegible text.
can getlostorgo to the wrong placeand
then the patientmisses out.” Healthcare O  Where e-Referral processes are in place, e.g. some

Stakeholder
oncology areas, and easy for GPs to access, they are

considered to work well and cut down on time required
to administer an appointment date to patients.

Overall preference for movement towards electronic e-Referrals process,
to cut down on administration time needed. However, this needs to be
Q‘ one centralised system to ensure efficiency and ease of use for the GPs.

AL —
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Evaluation of Current Referrals
Process — Il (GP Referral - 1l)

O. GPs are unable to directly refer non emergency but
still urgent patients for certain diagnostics, and
instead have to refer to a consultant, which can
take months for an appointment to be issued.

s Potentially negative impact on patient

Fax Referral healthcare.
- } (Majority of

m ' Cases)
\'{& O  Alternatively, inthe majority of urgent cases, the
£ Referral GP can be forced to refer a patient through the
(Minority of Emergency Department, regardless of certain
=) patients/conditions not being advisable to visit the
“The issue GPs have emergency department.

“The waiting listis fartoo

is the letter referring s GPs may be aware of the exact diagnostics

patients urgently with th/;)rne%gqrougg iiig’;gg”ﬂor required, however cannot directly refer.

suspectedcancerand MRL. We treferf s  Some GPs may also be referring more serious

having access to the - We can’treferfor :

diagnosis testthatis medical card patients. It's a cases they do not have time to assess to A&E.

needed.”Healthcare resource issue, a rationing s Opinion of consultants and GPs that this is
Stakeholder technique.” GP, Urban contributing towards hospital overcrowding.

“About40% in the emergency department would have O In certain emergency cases, a GP will have to call

been referred by a GP, some would be very sick while an ambulance, which requires that they have to
others may be needing an x-ray.” Healthcare follow the triage process.
Stakeholder

Inability to directly refer patients for some diagnostics creates
,g& unnecessary steps and added costs for patients, GPs and hospitals.




Referral Logged/

Forwarded

- Electronically to
Consultant

Referral Printed
and Givento E

Consultant

“The initial way itcomesinis as aletterora
fax, then is uploaded to the electronic
system which is internal.” Healthcare

Stakeholder

“There are 4 sections such as inpatients,
outpatients, emergency departmentand
GPs. An administratortakes care of all 4
areasbutthe culture is that GP referrals lose
outin overall resources. This is because ifa
patientisin hospital, they are considered as
more urgentcomparedto a GP patientthatis
notin hospital.” Healthcare Stakeholder

@,
2

Evaluation of Current Referrals
Process — lll (Hospital Receipt)

eﬁﬁﬁ o

When the referral is received by the hospital there are
two potential routes for forwarding to consultants;
s Soft copy given (irrespective of whether itis
received by fax or electronically).
m Referral logged on system electronically (more
time consuming if received via fax).

Reliance on soft copy format considered cumbersome
for administrative staff, negatively impacting the
environment, and also potentially dangerous
considering the increased risk of sensitive
information being left in an easily accessible format
or misplaced.

In certain cases, administrative staff are also in
charge of determining urgency of GP request — can
lose out to in-patient/ emergency department cases.

“The fact we are using a single form, we have a triage system, now
that we are seeing people within certaintime periods is positive.
Butreferrals are still such a cumbersome process as it’s all done
overpaperwork andifwe could unify our access to their old results,
correspondence, blood tests, make it all electronic that would make
it all a lot more efficient.” Healthcare Stakeholder
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(Varied)

I
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\
\

* e

“GPs get frustrated thatthey cantdirectly refer
the patients such as acute appendicitis's, such as
males ifthey have the symptoms they should go
straightto surgery and| supportthem with that.”

Healthcare Stakeholder

Evaluation of Current Referrals
Process — IV (Consultant Review)

Consultant required to see patients and refer
for further diagnostics in some cases, even if
GP is aware of the tests required.
s This adds to pressure on waiting time
for consultants.

Some mention that GPs may also write to
multiple consultants to secure an
appointment date for a patient, also adding
to waiting times and administrative duties
within hospital/ clinic.

Overall, whilst it was acknowledged that it

was possible for GPs to contact consultants

(via phone, etc.) to follow up on patient

progress, a patient update was not generally

sent back to the GP as standard at this

stage.

m This caused frustration amongst all

practice staff (GPs, practice nurses and
managers).

Lack of formalised procedure for patient updates between GP and
consultant after referral, can exclude GPs from having relevant up to
'. date information on their patient’s health and requirements.

AL —
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Summary of Key Issues in
Referrals Process

1. Fax Referrals
Considered
Outdated and
Inefficient

2. GPs Unable to
5. GP Not Updated Directly Refer
Throughout Referral Patients for
Diagnostics

3. Overcrowding of
A&E Due to Incorrect
or Unavoidable
Referrals

4. GP Referrals
Less of A Priority to
Hospital In-Patients

'. Recommendations to address these issues are outlined on the following slides.

AL —




» Asingle electronic referral
pathway between GP
surgeries, pharmacists and
hospitals/clinics.

» Referrals are logged and
updates are directly sent to
GPs confirming receipt and
appointment times.

(Long Term)

6 Direct access for GPs to
create electronic
appointments for patients
for applicable diagnostics
and consultancy areas
where appropriate and with
suitable gatekeeping

K procedures in place. /

P’
¥4

> Patient
Follow-Up

>E$she

d

Direct
Access

Governance
Structure

Overview of Ideal Referrals Process

» Post consultation update is
sent electronically to GP
detailing patient treatment
status and/or relaying any
other important, relevant
information.

~

J

(Immediate)

Established governance
structure is considered
important to ensure clear
responsibility is established
and continuity of care for

patients is delivered.

\_

~

J

The ideal referrals process would be a combination of the above processes.

@,
2
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Ideal Referrals Process —
Patient Follow-Up

(Immediate)

O As the primary care provider GPs should be
the central source for a patient’s complete

. history.
v -
v :\TOF;;O\éigaﬁ:ger:}tS& c;;tacnadre. Patient s However, patients may not be aware or
Follow-Up remember specific medications used

record of patient needs and

interactions with medications.
v" GP in better position to make

informed referrals in future.

during a procedure, or of their previous
poor responses to certain medications.

o] Currently there is no standard, formalised

“What we hope to do in the future is to email copies to procedure for GP updates post patient
GPs, so they know their patients have had an interaction interaction with consultants or the emergency
with us.”Healthcare Stakeholder department.
s No central record with all patient
information.

“A huge amount of engagement with
patients outside ofthe hospital has to ] . .

geriatric and mental health].”Healthcare responsible for management of chronic
Stakeholder conditions or follow-up care of patients.
m Post care could potentially be made easier
“GPs need to be keptin the loop around whatis happening for GPs to facilitate if relevant information
with patients as we don’thave GMS prescriptionrights.” was made available as standard.

Healthcare Stakeholder

Follow-ups by consultants could be introduced immediately as a requirement via
@, email/electronic means, using a single standard guide. In the long term,
Iv. movement towards a single, electronic patient record system would be advisable.

t
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Ideal Referrals Process —
Governance Structure

(Immediate-Long Term)

Benefits O  An established governance structure is considered
important to aid the referrals process between GPs and
consultants.
When a patient is referred to a consultant and vice
versa there should be a clear understanding of where
responsibility lies for that patient.

m This should either be with the GP or the

consultant.

v' Ensure clarity for all medical
professionals regarding where
responsibility lies. "

v' Ensure continuity of care for
patients where possible.

O The process should allow for additional PCT members or
other medical professionals to be included in
correspondence, but the referral communication should
ensure clarity regarding who is the lead, and therefore
who has responsibility for the patient.

O. In tandem with the patient follow-up outlined above this
should ensure:
s Clarity for GP, consultant and patient regarding next
steps in the patient pathway.

“When we refer back to the GP there
should be a clear understanding of where
responsibility lies.” Healthcare
Stakeholder

@,
2
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Ideal Referrals Process — e-Referrals

(Immediate-Long Term)

O. Overall, there was a preference amongst both
consultants and GPs to move towards a

v Immediate confirmation of single, centralised electronic system, which
receipt for referral for GPs. would allow GPs to refer electronically,

v Reduces risk of misplaced receive an acknowledgement of receipt, and
patient referral. an update when appointment date is

v' Appointment date available to administered.
be viewed as soon as
scheduled. O. However, currently the burden is on GPs or

v Lower environmental impact. on individual consultancy areas to make

v More secure handling of improvements and develop these systems,
patient information. leading to very different processes being

used across different areas.
'If the e-referralwas the first “The referral processwould | @ No centralised system currently in place.

pointin thatelectronic systemit

would be good. Thatis our major

recommendation that everything
goes electronic.” Healthcare

be smootherifwe did have
a completely electronic

format.”Healthcare “GPs list every consultation with patients for the

Stakeholder Stakeholder pastseveral years in a notso readier friendly way:. It
is then hard to pin point whatthe referral is for. E-
“I think that an electronic system is far superiorto a paper referrals wouldbe a goodidea.”Healthcare
based system. Ithink e-Health should be promoted so all Stakeholder

tests, referrals are electronic.” Healthcare Stakeholder

Important that the burden is not on the GP to pay for and
equip surgery with e-Referrals systems, but is provided for
as part of a mandatory roll-out, or subsidised.

@,
2
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Case Study - National Electronic
General GP Referral Pilot Project

» This programme was established in 2011 to
deliver electronic general referral, using the
HIQA/ICGP standard referral template.

» ltis currently set up between GPs and Tallaght
Hospital, Dublin and the 6 acute hospitals in Cork
City/County and Kerry.

» This project is run in conjunction with Healthlink,
the ICGP, GPIT, NCCP and the Outpatients
Performance Improvement Programme.

“It is good with common cancers where we have set
up referral processes andrapid access clinics.. .Itis
linked with the ICGP and an IT group andwe work

O The e-Referrals system which is current being
used across a number of major cancer areas is

hand in handwith them. GPs automatically have considered a positive, timely and efficient means
access to the referral template orthey cango to a of getting patients assessed by a consultant.

help link. Where we haven’tdone that, GPs are s Immediate acknowledgement that the referral
waiting a longtime, butwhere we have setitup itis has been received.

working fine.” Healthcare Stakeholder x Speedy response indicating the triage

category of the patient and appointment date.

“We have e-Refermralfor prostate cancer. We have been o L .
using itforthe past9 months and the feedback thatitis - However, itis currently focused on major cancer

working quietwell and the services need to be extended.” areas, and other disciplines are not included.
Practice Manager

Q@ A single referrals system using the above example as a
'{g basis would be an efficient long term improvement.




v" GPs able to get immediate confirmation of
appointment for patient, meaning they are
less likely to refer to multiple consultants.

(o)
(Long Term) Direct Access
“Directaccess meaning
thatthey can directly “t also means that
refera patientin forone GPs are aware of
of these tests as how long the patient
opposed to referring a may have to wait for
patientto a hospital and an appointment.”
then getting a request.” Healthcare '
Healthcare Stakeholder Stakeholder o

“Diagnostics, in some places you can order CT scans and
MRI’s butthen in otherplaces youcan'. There is stufflike
that, thatneed to be sorted out so that GPs can orderan
investigation thatthey feel is needed really.” GP, Rural

1562

Ideal Referrals Process —
Direct Appointments

EEDN o

GPs are unable to directly book patients in for
appointments for diagnostics or for appointments
with consultants.
s Causing unnecessary pressure on waiting
lists.

GPs would preference being able to directly book
patients, especially emergency cases in for
diagnostics directly, without having to refer them
to A&E or to a consultant.

m However, itis understood that a gatekeeping
system would be required to ensure
prioritisation.

s In addition for some diagnostics direct
referral not considered appropriate due to
limited resources or complexity of issues e.g.
heart ultrasound.

It would also be possible to reduce administration
on hospital/clinical staff if GPs could book in
appointments with consultants electronically for
certain patients/conditions.
Strict guidelines would need to be in place to
prevent any potential system abuse.

@,
2

An electronic system allowing GPs to directly book in appointments
and diagnostics and view available slots would be beneficial to the
patient and would reduce administrative time. However, a clear, strict
procedure would need to be in place to assure responsible usage.
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Case Study — Heart Failure
Virtual Clinic

O. Provision of flexible access to consultants

> Set-up by St Vincent’s hospital to offer GPs the for GPs. o _
necessary support to aid care for heart failure s Remove many of the existing barriers
patients at a primary level. present in the current inefficient

> Virtual consultations conducted between GPs and referrals and communication

consultants via a secure online system. processes. B
> This scheme was introduced in 2015 in O. Enables GPs to discuss specific case

conjunction with ARCH. details and receive advice from consultants,
thus reducing the need to refer patients on
to secondary care.

O. Overall the service has been well received
by both consultants and GPs.

Echo was also referenced by several GPs as
another initiative that was perceived to have
worked well in Ireland...

v" Teleconference set-up for consultants to
share information/ knowledge with primary

“This should be the gold standard moving health care providers on complex cases to
forward.” Healthcare Stakeholder enable continued care at a primary level.

“Overallthere has been very positive feedback
so far.” Healthcare Stakeholder
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Overview of Current
Communications Structure - |

O Communication was considered a key requirement

Linear for continual development, understanding and the
ﬁ Patient Structure maintenance of positive relationships between GPs
S and consultants and other secondary care

t professionals.
} GP O However, the current communications process was
s widely identified as ‘linear’ in structure;
‘ m The patient is referred by the GP through fax
i (majority of cases) or electronic means.
Hospital/Clinic “Thereisusuallyno |\ g Consultant reviews the referral, assesses the

) ‘ ’ communication. Ifit patient and administers a treatment plan or

) IS e/‘;‘;gcot?(’;”,’g’ itis arranges further tests.

4 Consultant ]\ communicationout | ™ Any further contact between consultants is on

f \ and then the same a ad hoc basis, usually via the phone and

t \ with verbal often driven by existing established
= N\ communicationin relationships.
/& Patient ] | andout”Healthcare s Leading to a fragmented approach to
N I \ Stakeholder communications both between
\ ; specialties and regions.
\‘i GP “There is a complete division If you wanttimely communication
\ (In Some Cases) between GP and hospital with the GP”yOUJusthave to pick up
57)(' care, such as access to x- the phone.” Healthcare Stakeholder

rays, ultrasounds and a

7 laboratory.” Healthcare
Q Stakeholder
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Overview of Current
Communications Structure - |l

O  Once patients have been referred by the O Overall, the lack any standardised systems
GPs, the responsibility of care shifts or processes to ensure communication or
towards the consultants and it can be updates on patient status between GPs,
difficult for patients then to revert back to consultants and other primary care workers
their GPs on a day to day basis. was considered negative for patient care in

s GPs may be unaware of medications/ the long run.

procedures patient has been
administered, especially in emergency

. . “At the momentits very “You often getan incoherent
situations. . .
. poorthereisno report, badly hand written.
u Therefc?re, n? one source will hav.e a standardised pathway for You getit back 3-4 days
full patient history unless the patient communications between afteryou’ve gotthe
discloses all contacts. GPs and PHNs, itisall ata prescription. Basically bad
very individual, very local and incoherent
O. In addition from the consultants level.”Healthcare communicationis a huge
Stakeholder problem.” GP, Urban

perspective communication can break
down from the GP side, if there is no
established relationship with the GP and if “Continuity can break down from a GP side — sometimes | will
the consultant is referring back to a larger write back to the GP and | justcantbe sure ifthey know the
practice they can be left unsure if their patientand will see the patient.” Healthcare Stakeholder

written referral has been received and B . .
tioned bv the relevant GP Sometimes the GP mightnoteven have what we want
ac y : onfile. We’ll then haveto go to the hospital. As | said,
very cumbersome.” Healthcare Stakeholder

7 “We wouldn’troutinely notify a GP every time one oftheir patients comesin
Q to the emergency department.” Healthcare Stakeholder
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Overview of Current
Communications Structure - Il

O Both Pharmacists interviewed were widely positive
about the current relationship between GPs/
practice nurses and Pharmacists.

m Access is possible where appropriate, usually
involving a phone conversation for patients
with more complex medicine needs.

m This is especially important in more rural areas
where patients have less alternative options
available and GPs get more ongoing interaction
with the same Pharmacists.

“The interactions between GPs

and Pharmacists, tends to be, O. Pharmacists also signpost and refer patients to GPs
broadly speaking very local, very where needed, especially where more complex
ad hoc, and focuson very needs present.

particular patients.”“ Pharmacist

(o] However, no direct, formalised communication

currently takes place between Pharmacists and GP
“Whatwas striking was that what you notice on a practices.
local levelis a very good relationship between
pharmacistand theirlocal GP.” Phammacist

“The Pharmacist gets throughthe GP on the
phone normally and they just deal with thatissue
and move on.” Pharmacist



» Standard procedure
and guidelines for
communication
between GPs and other
healthcare
stakeholders.

» Single electronic
system used as
standard.

(Short-Long Term)

» Developing a single
system to share,
receive and update
patient records.
Moving towards having
an IHI (Individual
Health Identifier) for
every citizen.

A\

o

(Long Term)
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Overview of Ideal
Communications Structure

» Having set annual/bi- \
annual regional GPs

conferences with each
discipline to discuss
issues and communicate
new developments.
Live-links and summaries

sent to GPs who are /

GP Liaison
Days/

Forums With
Consultants

unable to attend.

HSE Strategy
Communication

(Short Term)

Increasing accessibility for\
rural GPs to a wider range

of study days, through
increased locum coverage
and remuneration.

Ensure range of disciplines
are covered within required
study days.

Provide coverage for

nurses to attend training.

Sharing Patient

Records/IH Study Days

(Short Term-Long Term)

fa

initiatives will be discussed on the following slides.

The benefits and possible feasibility of these
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al Communications Structure: Communication

» Standard procedure
and guidelines for O. Currently there is a huge variation in the IT and
communication communications services provided to GPs.
between GPs and other L Iv d dent . ti in thei
healthcare » Largely dependent on investing in their own
stakeholders. systems/processes to move towards electronic
> Single electronic system.
system used as
standard. . . . . .
o] Subsequently this variety in service means there is no
(Short-Long Term) standardised procedure for communication, and GPs
may have to use multiple electronic mail/information
systems.

“IT infrastructure in hospitals. It's creaking

at all levels. They donthave a standard . .
one so it's very hard to putin a reliable O Frustration evident amongst some healthcare

communication link with GPs.” GP, Urban stakeholders, such as Public Health Nurses, who
regularly deal directly with GPs.
s Have to work out the way each individual GP

“I thinkthe communication pathway is two way. works and then contact them accordingly.
GPs also needto communicate in with
specialist, notjustone way. In each large

hospital their should be a specialist, such as . _
radiology, so there could be a point of contact for GPs are already up andrunning because they pay forthese
GPs to discuss with.” Healthcare Stakeholder things themselves, itis the hospitals that are running behind.

Definitely more fundingis neededforthem to catch up.” GP, Rural

A single, standardised communication process between
7 GPs and consultants would aid in streamlining referrals
Q and patient information sharing processes.
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hal Communications Structure: Communication
Systems — I

> Standard procedure O  Overall, there is a preference for the
and guidelines for

communication movement towards a single, standardised
between GPs and other communication system and process.
healthcare
_ Stakeholders. O Ideally this would be largely electronic for
» Single electronic . .
system used as updates or simple queries.
standard.

O. However, still important to have the option of
direct contact via telephone for urgent
situations.

m Personal relationships between GPs
and other healthcare stakeholders still

seen to be important to ensure quali
and aren’tforchanging. You haveto P q ty

fit in with their way ofdoing thigs.” care f0|.' patients.
Healthcare Stakeholder s Formalised structures should not

remove the ability to pick up the phone
to discuss a patient.

(Short-Long Term)

“Some GPs are real technophobes

“The phone is so important! | wont
stop using the phone.” Healthcare
Stakeholder
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al Communications Structure: Communication
Systems -l

> Stznda.? ilv_rocefdure O Formalising the communication procedure
and guidetines for between Pharmacists and GPs is also seen
communication . . R .
between GPs and other as a potentially positive initiative, allowing
healthcare for easier transfer of information back and
stakeholders. forth.
> Single electronic
system used as
standard. O This ideally would include an inclusion of
Pharmacists on the Healthmail system in
(Short-Long Term) order for easier transfer of information for
patients.

“What all expressed was a needand a wishto O. The inclusion of Pharmacists on an e-Health

formalise that relationship between patientand GP system, offering greater access to their
withoutlosing that relationship. In having a more medication history, and the ability to update

formal transfer ofinformation back and forth if you’re any reported reactions to medication, etc. is

taking electronic healthcare records orthe way they also considered beneficial for GPs and other

can transfer.” Pharmacist healthcare stakeholders.

“Technology and “Health linkshould be
“There would haveto be a electronic health records extendedoutto pharmacies,
shared care protocol between andthe pharmacy sothey can“securely .
GP and pharmadists, the main having appropriate communicate. “Pharmacist
factoris transformingthe accesslo thatare seen
information back and forth. It's _ asbeingvery
happening informally at this important.” Pharmacist

stage.” Pharmacist



Ideal Communications Structure:
Case Studies - eHealth

» Healthmail enables secure emailing of
clinical information at the point of care.

» Used in addition to any existing email
addresses or communication services.

O. Majority of GPs and healthcare
stakeholders are aware of Healthmail.
However varied exposure to and use of the

system.

o Technology adopters have embraced the
secure mailing, however, as not all GPs and
consultants are registered this is again
driving inconsistencies of approach.

O Some GPs are opposed to adopting it due
to the monitoring requirements — need to
ensure the mailbox is managed which adds
to existing administrative burdens.

(o] However, Healthmail is in line with the
overall demand for consistent and
technology based solutions.

13 s Needs to be more widely adopted
[Q and/or enforced?
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» National messaging system linked to multiple
communication projects.

» Enables the transfer of messages and
information in real time via a secure network.

O Use of and exposure to Healthlink vary by
region and speciality.

(o) Many GPs and healthcare stakeholders
reference smaller scale communication

systems in place.

“Ideally you would email by a secure link.
Now thatwe have Healthmail itmakes
things a biteasier.” GP, Urban



T

» Having annual/bi-
annual re. ional GPs
conferences with each
discipline to discuss
issues and communicate
ey U‘CVU;UPII

Live-links anc

sent to GPs

unable to 2’

'(Short Term)

“I think integrating GPs into the local hospitals
is a good thing. The meetings should be
accessible for GPs to attend.” Healthcare
Stakeholder
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Ideal Communications Structure:
GP Liaison Days/Forums With Consultants

Currently there are GP liaison days and forums
being conducted on an ad-hoc basis — largely
dependent on individual department initiatives.

However, difficulties with funding of and access to
locum coverage, particularly in rural areas can
impede GPs from attending and participating in
these discussions.

In general the majority of GPs and consultants
would like to see a shift towards a more open and
accessible means of communication on a more
national level.

s Consultants would like more accessibility to a
wider GP audience to introduce new ideas or
procedures.

s  GPs would like the opportunity to share
issues and information with consultants.

Scheduled regional conferences throughout the year by all key
relevant disciplines. Providing; an incentive/ appropriate supports
in order to encourage GP attendance, live coverage for GPs who

cannot attend and summaries of key topics and action points

i “Q\ would be beneficial to engage with GPs nationwide.
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Ideal Communications Structure:
Case Studies — Discussion Board

Discussion Board

> Provision of a private and secure discussion
board for medical professionals within the
nursing home speciality.

» Health care specialist/ directors are invited to
join.

» Monitored by a health care specialist.

» Currently offered in Canada.

O. Forum for discussing key issues affecting

the speciality e.g. infection control advice, “It encourages professionals to share and
new ideas/ practices with GPs, consultants discuss bestpractice.” Healthcare Stakeholder

and other health care providers.

O Aids in knowledge sharing across the
country rather than just within certain areas
of regions.
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Ideal Communications Structure:
Pharmacist Liaison Days

O Local level initiatives that currently take
| place on an ad-hoc basis, involving on-
going patient care meetings between
Pharmacists and GPs were also
considered very positive from a
Pharmacist perspective, especially in
terms of building a relationship.

“On a local level, where there wereone ortwo GPs and a < Formalising or incentivising this contact

pharmacist, they held meetings and patient care meetings, was considered a positive way to improve
on a regular basis to discuss general and patient care that quality of care for patients, especially
they have experienced with patients. It sesemed to work very those with more complex needs.
well. Something more formalised like thatin urban areas
would be beneficial. It started as a cost containment strategy O In addition, it was seen as a positive

butthey found improvements in quality and safety of

prescribing medicines.” Pharmacist opportunity to update GPs on new

medications and alternative prescriptions
available.

“There is very little in the way of
structured or coherentinteraction : .
patientcare itwould

betweenthe pharmacy professionand have to be at a local “I think there is an interestamong phanmmacists of

the GP profession. There isnta whole having more coherent contact.” Pharmacist
lot of integration orteam work there. level, between
pharmacistand GP.

There isonlylocal collaborative )
. -, ) Pharmacist
relationships.” Pharmacist

“To actually discuss



166

Ideal Communications Structure:
Study Days

e

ncreasing . O GP study days are currently a key forum for

ural GPs to . consultants to interact with GPs.

)f study days, s Provides GPs with the opportunity to brush up

ncreased locu: dical skills i ifi

\nd remuneral on medical skills in specific areas.

Znsure range of disciplines m Allows consultants to share new ideas and

ire covered within required procedures with GPs.

study days m Creates a better understanding and

>rovide - rerage for A .
appreciation of processes between primary

care and hospital care.

ttend training.
(Short Term-Long Term)

O However, as previously highlighted it is difficult for
“GPs come to hospitals theneach GPs in more rural areas to secure alocum to
departmentgivea little talk on theirarea, | attend, and usually have to do so at a cost to
take partin this.”Healthcare Stakeholder themselves.
s Further to travel and locum payment does not
fully cover time missed.
“You cantalways getto the training that
you’d like to, it's a lot of time outthe O Locum coverage is also not covered for nurses to
surgery.”GP Rural attend study days.
s Limits opportunity to up-skill.

Greater access to locums and compensation for distance travelled
for rural GPs would make study days more accessible, allowing
them to partake in a greater range of study options. Possibility of

g-‘\ providing coverage or incentive for nurses to complete would also

Q

aid in increasing the range of services they could provide.
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Ideal Communications Structure:
Sharing Patient Records/IHI

O. The Individual Health Identifier is considered an
important initiative that will be a very positive

-~ i

> éDeveIoping a single

. Sharing Patient
. system to share, g

Records/IHI

‘receive and update
' patient records.

» iMoving towards having
-an IHI (Individual
'Health Identifier) for

‘every citizen.

\_

“No one place would
have a complete

[ |
A

(Long Term) “l think e-Health Initiatives

needto be underpinnedby
data protection laws and
patient confidently. There

move for GPs, consultants, other healthcare
stakeholders and patients.

v Allow access to complete patient history,
allowing for more compressive
understanding of needs.

v' Saves time on back and forth between
consultants and GPs.

v Beneficial for emergency and out of hours
situations, e.g. flag any pre-existing
conditions, etc.

picture ofa patients should alsobe strictclinical | ©- However, there was significant concern raised
history. You wantto governance, so thatdoctors around patient confidentiality and data
getan integrated are responsible for each protection
approach. Heallncars elements ofthe process.” Important that access and patient
Stakeholder Healthcare Stakeholder . porta pati
protection measures are considered before
] ) ] an |HI was introduced.
“Onthe IT side ofthings itwould mean youwould
have access to patients notes no matter where you . ,
are eitherin GP land or hospitals.” Healthcare O Recommended that the GP act as gatekeeper

Stakeholder

to information to ensure confidentiality.

fa

Overall, this was considered a positive initiative for implementation in
the long term, however, strict data protection, security and governance
processes need to be in place to assure patient confidentiality.
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Ideal Communications Structure:
HSE Strategy Communication

o] Overall, it was considered essential that strategies,
short and long term plans for development and
new initiatives for primary care were better
communicated and shared by the HSE with GPs
and healthcare stakeholders.

HSE Strategy s Contribute towards a greater understanding of
HSE actions and plans for the future.

s Create a more open environment for
discussion and development.

m Aid in the creation of joined up thinking and
processes across disciplines.

s Provide a greater understanding of the
timelines that will be involved in the

(Immediate) N implementation of new initiatives.

Communication

“Needs to be more consultations

O. In addition, GPs feel that clearer communication of GPs with GPs before there is any
current funding model needs to be shared with the changes.”Practice Manager
public and supported by the HSE. . ) . . :

s Address the misconceptions that they feel are there s a misconceptionthatwe are high eamers

resent regarding their practice income versus and privileged, thatwe getpaid for every single
fheir persognal ingome P visit. It’'s nottrue. It doesn’thelp thatthe HSE

publishthe figures every year.” GP, Urban

across all areas will garner trust and encourage co-operation.

g"\ Greater clarity and communication of short and long term strategies



2.6 Administrative
Procedures
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Overview of Key Administrative Issues

Data
Collection

Processes
Niche

The following administrative issues for both GPs and
consultants will be discussed in greater detail overleaf.




‘Patient |
Registration

NichePifficulties

Key Administrative Issues: GPs — |

Paperwork Burden,
Particularly on Solo GPs

O Overall there is huge pressure on GP practices with
regards to the administrative workload.
s Huge variety of paperwork required to complete,
e.g. referrals, prescriptions, school/work doctors
notes, social welfare forms, patient information,
MC1/MC2 forms, medication lists for patients in
nursing homes, etc.

O Without the potential for funding for a practice
manager, administrative duties can be a burden for
solo GPs.

s Receptionist can be too busy to deal with
administration on a regular basis.

“I have reducedto a 4 day week butlspend
the 5t day all day on paperwork. A lotoftime

is taken up by paperwork and you try getthe
quick ones done whenyou are seeing the
patientbutyou knowthat some are going to
take much longer.” GP, Rural

“People justwantall
these letters from the
GP and we just cant
provide it.” GP, Rural

“The paperworkand adminis a challenge. Forms getbroughtinto
us withoutany notice and we haveto deal with themas bestwe
can. | had one fromthe school recently lookingfora 4 page
document with every medication the child mightbe on.” GP, Urban

Any opportunities to streamline the administrative process
for GPs, or to increase funding for solo/rural GPs to access a
practice manager would aid in freeing up GPs time, and
present a more attractive workplace for trainee GPs.
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Key Administrative Issues: GPs — |l

Difficulty Reclaiming Expenses

O Widespread dissatisfaction with claims process
across GPs interviewed.

O  Key issues with PCRS are;

m Complicated, lengthy and varied claims process.

s Length of time taken for reimbursement.

s Need to follow up on payment as no update
given, and subsequent difficultly getting through
to appropriate person.

m Misplacement or rejection of forms on minor or
inconsistent technicalities.

“With the PCRS we are owed “Honestly the PCRS seemto rejecta
money, trying to get someone to certain amountforno reason, no matter
deal with me, I've been writing to what. You have to reclaimand reclaim

themfor 2 years now and no reply and you don’tgetanywhere and
oranswer. lfind them very difficult sometimes youhaveto reclaimand it
to deal with.” Practice Manager can take up to five years.” GP, Rural

A review of the PCRS processes felt to be essential as part
of the contract negotiations. Efficiency of administrative and
funding processes essential to build trust and ensure

.r-_ provision of care.
v

172



173

Key Administrative Issues: GPs — lli

GMS Prescriptions

OGP requirement to transcribe any consultant
prescriptions on to GMS prescription paper
considered archaic and costly — in time and money.

O. In smaller practice GPs are having to transcribe
prescriptions.
m Wasting time that could be spent on patient
care.

O Gms script printers are considered costly to
maintain, and require pre-printed paper which needs
to be stored by GPs.

“GMS Prescription paper needs to be scrapped.
Doctors should use only one universal script for all
patients - the medical card numberon the
prescription should be sufficient.” GP Urban

Overall consensus prescriptions should have a
universal format with a unique reference number. Whilst
GP approval of prescriptions from consultants is

important to ensure continuity of care this should be
approved either via an online process or a signature.




Key Administrative Issues: GPs — IV

Difficulty Registering Patients

O. Problems registering nursing home patients mean
that GPs are not getting paid for the patient visits
they are covering.

s Anecdotes of forms being lost and need for
them to be re-submitted.

s Registration procedure introduced by HIQA
considered to add to paperwork and GPs
administrative workload.

s Some experienced issues getting in contact
with someone from the HSE to discuss
difficulties.

(o] Considering high volume of visits required due to
lifestage (some patients needing a weekly visit),
this is considered a huge strain on GP resources.

“There is so many layers of democracy whichhas

tripled the work, that we needto do forthe nursing
homes. Mostofwhich is paper work.” GP, Rural

Preference for a streamlined process to register long
term nursing home patients and greater accessibility to
contact person within HSE to deal with difficulties.

/ —
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Key Administrative Issues:
Consultants — |

Handwritten/Paper Referrals

O. Different approaches to referrals across GPs can add
to administrative headache.
s Some GPs email typed referrals, some are
handwritten.
m Others fax printed off typed or handwritten
referrals.

(o) Difficulty deciphering handwriting can lead to
mistakes in patient identification and/or creating the
need to have an unnecessary follow up call with a GP.

m Considered very frustrating for hospital/clinical
administrative staff and consultants.

Data
Collection
Ni CheProcesses “It can be so frustrating ifyou are notclear why
a patienthas been referred.”Healthcare
Stakeholder

Preference for single, typed, electronic system to increase clarity
of referrals and minimise and potential risk for misinterpretation.




b

-

Data
Collection

Processes
Niche

Key Administrative Issues:

Consultants - i

o

Multiple Referrals for Appointments

Issue of GPs ‘shopping around’ for patient
appointments was mentioned as an irregularly
occurring, but concerning practice that has a
negative impact on hospital/clinic administration.

In some instances GPs were mentioned as requesting
2-3 appointment dates, and then choosing the best
choice for patient.

“GPs should be discouraged from
shopping around and should develop a
good strong relationship with one
hospital.”Healthcare Stakeholder

A single electronic referrals process would minimise the
opportunity for GPs to ‘shop around’ and reduce additional
administrative burden on hospitals/clinics.
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Key Administrative Issues:
Consultants — Il

Data Collection Processes

O Consultants dealing with chronic disease
management referenced the importance of data
collection at a primary care level.

m Established coding system to ensure
national figures are available for the number
of patients GPs are treating for certain
diseases, such as COPD and asthma.

?f,‘:“,{g,!,‘i,ﬁ,etfﬁ';’:{: O Reference to existing coding practices that are in
place for some illnesses/ diseases (e.g. diabetes),
but requirement for these to be rolled out more
widely.

Data s A greater understanding of the prevalence of
collection certain disease will help to ensure necessary
Processes funding and supports can be put in place for

Niche their treatment and management.

(o) Again this would require a national system to be
in place and the necessary resources allocated to

4 think if GPs registered their COPD GPs for coding and reporting to the HSE.

patients then we would know how
manythey had.”Healthcare
Stakeholder
 —

/ —
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Key Administrative Issues:
Pharmacists

“When doctors write a new prescription
for patients they donteven puton the
prescriptionwhat the reasonforitis. That
prevents pharmacists from doing all the
safety checksthatthey are required to do

“There are anumberofareas such
as contraception, flu vaccines efc.

on the medicineand makes itharder for thatp harmamstsp erform .,
themto see how a new prescription fits in themselvesin the P hamacy.
Pharmacist

with the patients existing medication
profile orexisting treatments.” Pharmacist

Diagnosis on Script | &« c Inability to Prescribe

O  Pharmacists usually just receive a script O The ability of Pharmacists to prescribe in
with details of the medication without certain instances, e.g. repeat birth control,
explanation of the condition or reasoning. etc., would be preferable for patients.

m Saves the costs of having to attend the

O As experts in medication, pharmacists GP for a repeat prescription.
would like to see reasons for medication
being prescribed listed on the script. O  However, this is something that would need

s This would allow them to substitute to be further considered due to regulatory
with appropriate alternatives or doses issues.
if necessary.

s Especially as they are more likely to be
familiar with all the medications a
patient is on.



2.1 Service
Providers Summary
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Summary of Recommendations - |

Shorter Term < > Longer Term

Review services funded—
s focusing particularly on chronic Enable otherfundin
m . gp y Review grants/ Review capitation system . daing
disease managementand other . channels—i.e. private
allowances. and consider co-payment. :
Resource areas thatremove needfor health insurance.
secondary care.

Explore the potential for
Pharmacies to offer simple
Chronic Disease
management monitoring,
especially in understaffed
areas.

Encourage retentionand acquisition of GPs | | Provisionofa wider support
in Ireland particulary in rural areas team for GPs partly funded
bythe HSE — practice
managers, nurses, PCT’s.

A 4

Review contractterms and conditions to
ensure fairness and flexibility

D

Ensure capitation is reflective of
Maintain currenthighlevels of requirements—i.e..longer
access for patients within appointmenttimes required for
contractnegotiation. complex cases or for visits out of
Access the surgery.

As detailed in the report GPs and healthcare stakeholders identified a
number of key areas they felt need to be addressed in a review by the HSE.
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Summary of Recommendations - li

Shorter Term

< > Longer Term
. Establishedgovernance Single electronic refemal Directaccessto
'!. P%Stgg,; Ssl#:frglon structure to ensure clear pathway for GPs to diagnosticsfor GP —
t‘ consulta nts to GPs lines of responsibility secondary care and with appropriate gate
Referrals and continuity of care vice versa keepingin place
. 4
L Investmentin IT infrastructure
(1 Open communication between — including communication
GPs and HSE (rebuild trust). ’
referrals and record systems.
Communication

Administration

»
Y

Support stronger communication between GPs
and consultants/phamacists (e.g. forums)

\ N
1

1

! N
1

1

1

1

1

1

1

Additionalresource allocation L 4
for administrative workload RevieV\{ G_MS Review PCRS
prescription system
Explore opportunity to include diagnosis process
on scriptto allow Pharmacists to make

more appropriate/alternative
suggestions where needed.

As detailed in the report GPs and healthcare stakeholders identified a
number of key areas they felt need to be addressed in a review by the HSE.
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Appendix 1
Quantitative
Survey Questions

This survey was hosted on the HSE website between
24t November and 5t" December 2016. It was open to
all members of the public to complete.

5085 responses were submitted.




Profiling Questions

18-24
Q.A Before we begin can you please indicate which of | 25-34
the following brackets your age falls into? EXACT | 35-44
AGE GIVEN 45-54
55+
Q.B Are you male or female? Male
) y ' Female
Dublin
. Rest of Leinster
?
Q.C Where do you live” Munster

Connacht/Ulster

Q.D Please indicate to which occupational group the
Chief Income Earner in your household belongs, or
which group fits best?

The Chief Income Earner is the personin your
household with the largestincome, this could be
you. Ifthe Chief Income Earner is retired and has
an occupational pension please answer for their
most recent occupation. If the Chief Income Earner
is notin paid employment but has been out of work
for less than 6 months, please answer for their most
recent occupation.

Higher managerial, professional

Intermediate managerial, professional

Supervisory or clerical, junior managerial

Skilled manual worker (e.g. Skilled Bricklayer, Carpenter,
Plumber, Painter, Bus, Ambulance Driver, HGV driver, AA
patrolman, publican)

Semi or unskilled manual work (e.g. Manual workers, all
apprentices to be skilled trades, Caretaker, Park keeper,
non-HGV driver, shop assistant)

Casual worker - not in permanent employment

Student

Housewife, Homemaker

Retired and living on state pension

Unemployed or not working due to long-term sickness

Full-time carer of other household member

Farmer 50+ Acres

Farmer Less than 50 Acres

Note: MC = Multiple choice, SC = Single choice
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Yes
No

Q.E Do you have children?

Less than 1 year
1-2years
3-5years

6-8 years
9-12years

13 -17 years
17+ years

Q.F In which of the following age groups do your
children fall? MC
ASKALL WITH CHILDREN (Q.E)

Primary school

Currently in secondary schodl
Q.G What s the highest level of education you have Completed secondary school
completed to date? Currently at third level
Completed third level

Prefer not to say

No formal education

Full-time paid work (more than 30 hours)
Part-time paid work (less than 30 hours
Retired

Unemployed

Q.H Whatis your main labour market status currently? | Student

Full-time homemaker (looking after family)
Other

Don't Know

Prefer notto say




Q.I Are you an employee or self-employed?
ASKALL WHO WORK (Q.H)

Employee

Self-employed

Prefer not to say

Q.J Which of the following categories do you fall into?

Self-employed & professional

Self-employed farmer

Clerical & office employee

Skilled manual worker

Other manual worker

Other occupation

Prefer notto say

SECTION 1: GP Usage

P.1 Which of the following do you have? SC Medical Card
ASKALL GP Visit Card
None of these
Q.1 Haveyou visiteda GP or a GP out of hours in the past 12 Yes
months? SC - ASK ALL NoO

Q.2 When did you last visita GP? SC

ALLWHO HAVE VISITED AGPIN THE LAST 12 MONTHS -
(Option1,Q.1)

Within the last month

2 —3 months ago

4 — 6 months ago

7 —9 months ago

10 — 12 months ago
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Q.3 Thinking about your mostrecent visittoa GP was
this visitfor... SC

ALL WHO HAVE VISITED A GPIN THE LAST 12
MONTHS (Option1,Q.1)

Yourself

Your child

Someone else you are caring for

Q.4 Do you have a family GP that you would usually
visit? SC - ASKALL

Yes

No

Q.5 Is the GP you mostrecently visited part of a group
practice with 2 or more doctors or working alone? SC
ALL WHO HAVE VISITED AGPIN THE LAST 12

Part of a group practice

Working alone

MONTHS (Option1, Q.1) Notsure
Very difficult

Q.6 How easy, or difficult was it to find a family GP when | Quite difficult

you firstlooked for one? ASK ALL Neither easy nor difficult
Quite easy
Very easy

SECTION 2: Most Recent GP Experience

Q.7 Thinking about your most recent visittoa GP, how
easy, or difficult was it to get an appointment when you
wanted one?

ALLWHO HAVE VISITED AGPIN THE LAST 12
MONTHS (Option1, Q.1)

Very difficult

Quite difficult

Neither easy nor difficult

Quite easy

Very easy
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Q.8 Was this appointment urgent or routine? SC
ALLWHO HAVE VISITED AGPIN THE LAST 12
MONTHS (Option1, Q.1)

Urgent (e.g. unexpected illness/injury/medical
emergency)

Routine

Q.9 How quickly were you able to get an appointment
with the GP? SC

ALL WHO HAVE VISITED A GPIN THE LAST 12
MONTHS (Option1, Q.1)

Within 24 hours

Within 2 — 3 days

Within 4 — 6 days

After a week

After more than a week

Q.10 Did you request a home visit for this appointment?

SC Yes
ALL WHO HAVE VISITED AGPIN THE LAST 12

MONTHS (Option1, Q.1) No
Q.11 Did you receive a home visit? Yes
IF YES AT Q10- REQUESTED A HOME VISIT No

Q.12 Still thinking about this mostrecent visit to the G.P,
how would you rate each of the following aspects of your

experience.
SCALE: 1 (Very poor) —7 (Very good)

ASKALL NOT RECEVING AHOMEVISIT (Q.10/Q.11)

Waiting room facilities

Seating available

Time waiting to see GP

Cleanliness of surgery

Health information provided (e.g. explanation of

treatment, provision of medication/treatment guide

and/or direction towards further information).

Suitable discretion used by staff in reception regarding

personal details/ condition
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Q.13 Following your appointment with the GP how well, or
not, did you understand each of the following:

SCALE: 1 (Very poor) —7 (Very good)

ALL WHO HAVE VISITED AGPIN THE LAST 12
MONTHS (Option1, Q.1)

The condition/iliness that the GP diagnosed

The treatment plan provided

How to take any medication prescribed

Q.14 Were you given time to ask questions about your
condition or the treatment prescribed? SC

ALL WHO HAVE VISITED AGPIN THE LAST 12
MONTHS (Option1, Q.1)

Yes

No

Didn’t have any questions to ask

Q.15 Thinking about your overall experience with this visit | Very dissatisfied
to the GP, how satisfied were you with the service? Quite dissatisfied
ALL WHO HAVE VISITED A GPIN THE LAST 12 Neither/ Nor
MONTHS (Option1, Q.1) Quite satisfied
Very satisfied

Q.16 How would you rate the value for money you feel you
received on your mostrecent visit to the GP.

ASKALL WHO PICKED OPTION 3 AT P1-PAY FOR
GP, AND ANSWERED 1 AT Q.1

Very Poor Value for Money

Quite Poor Value For Money

Quite Good Value for Money

Very Good Value for Money

Not Applicable/Didn’t Pay
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SECTION 3: Access

Q.17 Has the cost of a GP visit ever made you decide not to
make an appointment? SC
ASKALL

Yes

No

Can’'t remember

Q.18 Have you ever had to take time off work to attend a GP
appointment? SC
ASKALL

Yes

No

Can’t remember

Q.19 Thinking about your normal routine when would be most
suitable/ practical for you to have a routine GP appointment?
Please select one-time frame from the following

ASKALL

Monday — Friday between 8am — 10am

Monday — Friday between 10am —1pm

Monday — Friday between 1pm —2pm

Monday — Friday between 2pm —5pm

Monday — Friday between 5pm —6pm

Monday — Friday between 6pm —7pm

Saturday/ Sunday

Q.20 If you urgently needed GP services at the weekend, or
outside of normal working hours, would you know how to
access this service? SC

Yes — know how to access this service

ASK ALL No — not sure/ do not know how to access this
service
Q.21 Have you ever had toaccessa GP serviceatthe Yes
weekend, or outside of normal working hours? SC
ASKALL N
o
Q.22 Thinking about the out of hours GP service you accessed | Location of GP service

most recently, how would you rate it on the following criteria.
SCALE: 1(Very poor) —5 (Very good)

ASKALL ACCESSED GP SERVICES OUT OF HOURS
(Option1,Q.21)

Availability of home visits

Appointment availability

Opening hours
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SECTION 4: GP Service Range

Q.23 Do you have any of the following conditions? MC
ASKALL

Asthma

Diabetes

COPD (Chronic Obstructive Pulmonary Disease)

Heart Disease

None of these (SC)
Q.24 Thinking about the main/ majority of the care you | at the GP surgery
receive for your condition; here do you receive this
care? SC At the hospital

ASKALL HAVE ONE OF THE CONDITIONS (Option
1, 2,3 or4, Q23)

Other location

190

Vaccinations

Q.25 Has your GP ever talked to you about any ofthe | Smoking

following. MC Diet

ASKALL Exercise
Other lifestyle changes
None of those (SC)

Questionnaire continued on

next page.



Q.26 Which of the following
services are you aware of your GP
offering. MC

ASKALL

GP Consultation

Practice Nurse Consultation

Child Vaccines

Travel Vaccines

Women'’s Health Services

Men’s Health Services

Blood Pressure Monitoring

Diabetes Testing and Monitoring

Blood Tests

Healthy Lifestyle advice —e.g. quit smoking, lose weight, stress
management

Maternity and Post-Natal Care

Dressings and Wound Care

Palliative Care

Minor Surgery

Scheduled check-ups for people with long-term conditions

STI Testing (Sexually Transmitted Infection Testing)

Methadone

None of these (SC)

Q.27 In addition to the services
just listed what other services
would you like your GP to offer?
ASKALL

Openresponse
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