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Introduction 
On 1st April 2014 Garscadden Burn Medical Practice opted to adopt clause 17c of the National GP 

Contract. Under this clause those elements of the GP contract negotiated nationally under clause 17j 

would instead be negotiated directly with NHS Greater Glasgow & Clyde (NHS GGC). This clause 

primarily sets out the terms for the target driven payments made to the practice, largely through the 

Quality and Outcomes Framework (QOF) but also through locally and nationally agreed Enhanced 

Services. The step to adopt terms agreed locally rather than nationally was taken along with 

approximately thirty other NHS GGC practices. The details of the 17c contract have been agreed 

collectively with the Board by this group of practices, rather than undertaking individual negotiations. 

Each practice has inserted a variation to this agreement that reflects their unique priorities and needs. 

Under the agreement the practice undertakes to produce an annual report on progress against these 

priorities. In return for stability of funding, the practice continues to provide the level of core, 

additional and enhanced services in place at the outset of the agreement. The practice is no longer 

required to submit data for target-based payments, except where these are mandated by national 

enhanced service regulations. The details of how services are organised, how patients are recalled for 

planned care, and what clinical and quality monitoring data are recorded, are all devolved to the 

individual practice. 

Our first 17c report outlined our practice characteristics and the rationale for deciding to move to a 

different clause of the National GP Contract1. In this report we will examine in more detail the 

conditions that we face and the framework for quality improvement that is evolving through being 

empowered to take the lead in shaping quality of care in our own practice. We will report on 

progress against the priorities included in our agreement and discuss the benefits and challenges from 

aiming for these priorities. Finally, we will reflect on the need for external support, and question 

whether quality improvement is sustainable within the current levels of funding for Primary Care.  

Quality after QOF: Limits of target driven care  
One of the great advances in medical practice over the past two decades has been in the 

establishment of a rigorous research and evidence base for cost-effective interventions in many long 

term conditions. These have been applied and disseminated through guidelines, at a UK level by NICE 

(National Institute for Health and Care Excellence), in Scotland by SIGN (the Scottish Intercollegiate 

Guidelines Network) and at a local level by NHSGGC Managed Care Networks. The National GP 

Contract, introduced in 2004, used a system of target based payments to incentivise the widespread 

adoption of evidence based management of long term conditions across Primary Care (see Fig 1). This 

resulted in GP practices being better organised and delivering effective interventions more 

systematically across their patient populations. Our practice benefited enormously from this approach, 

above all because of the resulting development of the primary care team to include a health care 

assistant, independent prescribing nurse practitioners and receptionists who had an enhanced role in 

administering patient registers and recall systems.  

Figure 1. The Evidence Based Bridge to Quality 

and Outcomes 

 

 

 

 

 

                                                 
1 Practice 4046 17c Report: December 2014  
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Ten years later however our practice found itself facing a very difficult future, with a sense of crisis. 

The details of this are discussed our first 17c Report. The underlying causes are multifactorial, but can 

be broadly summarised as being (1) the disinvestment in Primary Care nationally since 2004 under the 

GP contract (see Figure 2) despite relentlessly increasing consultation rates and transfer of workload 

from Secondary to Primary Care (2) the failure to match resource to clinical need within the distribution 

of Primary Care resources (discussed below) and (3) the inability of a target driven approach to cope 

with the emerging health care needs of the 21st Century: multi-morbidity, polypharmacy, environment-

driven lifestyle changes, mental health problems & addictions, patient information, self-care & self-

management, and complex health and social care needs. The attempts to annually update the contract 

frameworks to try and adapt to these demands placed enormous resource burdens on the practice, in 

which the need to produce data to sustain funding became increasingly a drain on resources rather 

than an incentive to quality improvement, captured in the phrase “running faster to stand still.” Targets 

had become a barrier to quality improvement, not a facilitator. 

Figure 2. Relative disinvestment in Primary Care 

since 2004.  

Scotland has the lowest spend in Primary Care of 

the four UK health services relative to the rest of 

the NHS 

 

 

 

The adoption of a different contract model with NHSGGC would do nothing to address (1) and (2) 

above. We hoped however that alleviating the need to produce data for no purpose other than to 

maintain our funding base would allow us a degree of flexibility to respond to the complex issues we 

are facing. This can be visualised in Figure 3 in which we could focus on how to cross the river rather 

than on the upkeep of a costly piece of superseded engineering. 

Figure 3. The River that Moved. 

Despite being a superb example of well-founded engineering, 

the reliance on rigid condition-specific indicators to underpin a 

target driven funding model means that the Quality and 

Outcomes Framework was no longer relevant to the complex 

health needs of the 21st Century. 

 

 

 

 

Health Inequalities: Unmet need and quality of care. 
Garscadden Burn Medical Practice is among the 100 practices serving the economically poorest 

populations in Scotland, with 60% of our practice population who live in the 15% datazones 

categorised as most ‘socio-economically deprived’2. It has been demonstrated that such populations 

have a lower life expectancy, suffer from multiple long term conditions at an earlier age, experience 

higher rates of mental illness, addictions, suicide and violence, and are most vulnerable to the impact 

of economic crisis and state austerity policies. The National GP Contract recognises this through 

                                                 
2 http://www.isdscotland.org/Health-Topics/General-Practice/Publications/data-tables.asp (accessed 4/12/15) 

http://www.isdscotland.org/Health-Topics/General-Practice/Publications/data-tables.asp
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weighting factors for deprivation in the Scottish Allocation Formula and through the weighting of 

payments in QOF for disease prevalence. Until recently it has not been known whether such 

adjustments have been successful in delivering increased resources to practices such as ours, and there 

has been controversy over whether practices in deprived areas experience an increased workload 

relative to practices in more affluent areas who face other challenges, such as the worried well, highly 

demanding patients and a larger elderly population. 

A recent study of all GP practices in Scotland, funded by the Chief Scientist’s Office, has now 

conclusively demonstrated that existing funding arrangements fail to match resources to need, indeed 

delivering lower funding per head in poorer areas (Figure 4). It has also shown a 20% increase in 

consultation rates by more deprived patients compared to more affluent areas. Delivering more 

consultations with less resources means that GPs in poorer areas are either delivering shorter 

consultations, working longer hours, or reducing their earning by having smaller list sizes. It is likely that 

one or more of these strategies are being variable adopted in different deprived practices. 

Figure 4. The Inverse Care Law in General Practice3 

Standardised mortality <75 years (blue) and physical 

& mental co-morbidity (red) increase steeply with 

deprivation while NHS funding to General Practice per 

patient (black) is flat or indeed regressive. The slope of 

consultation rates (green) is less steep, reflecting the 

limits to the capacity of practices to increase their 

activity beyond a certain level. 

 

Beyond the statistics, the daily experience of our practice team is of being faced with a very high 

demand for GP availability, complex consultations with multiple physical and mental health needs to 

address, being expected to respond to the health impact of pressing social and economic problems, 

trying to support patients who lack resources for self-management, such as the finances, life skills, 

health literacy, social support or adequate housing arrangements. In addition to these pressing 

demands are the needs of patients who are not demanding and who have very low expectations but 

who have the lowest life expectancy and worst health outcomes. These patients were traditionally 

being excluded from the targets, under the exception reporting system. As a team we were aware 

that this was resulting in those with the most health needs falling behind and being ignored by a system 

struggling to cope. 

A Boat not a Bridge: Our practice model for quality improvement 
The move to practice-led quality has created the opportunity not only for practical progress against 

various priorities, but perhaps more importantly the space to consider our value base, to reflect on our 

future horizons, and to begin to develop a coherent underpinning model with which to guide 

prioritisation of resources and practice planning. The key characteristic of this model will have to be 

that of an emergent, learning approach, rather than a fixed, pre-determined framework. The next ten 

years will be one of increasingly rapid change, in which the needs of patients and the health service 

will seem to continually outstrip any systems we have in place. Quality can no longer be considered to 

be a target to be achieved, but as a continuous process of practice improvement. This thinking is very 

much in line with that advocated currently by the RCGP Scotland4. We visualise this approach as that 

of a boat rather than a bridge, able to navigate shifting waters rather than remaining attached to 

fixed indicators (Figure 5). 

                                                 
3 General practice funding underpins the persistence of the inverse care law: cross-sectional study in Scotland  
Gary McLean, Bruce Guthrie, Stewart W Mercer, Graham CM Watt Br J Gen Pract  Dec 2015,  65  (641)  
e799-e805; 
4 Developing a Quality Framework for General Practice. Royal College of GPs Scotland July 2015 
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Figure 5. Our practice model for continuous quality improvement 

The structure of the boat in this model is very practical in that it mirrors the organisation of our practice 

management systems- for example the structure for our practice development plan and 17c contract 

priorities, the agenda for our planning meetings, even our management filing system! However, over 

the past two years as we have discussed how to go about developing these systems it has become 

clearer that implicitly we have shared values that have been shaping our decisions and priorities. These 

are represented as stars in the figure, not achievable targets but reference points to guide how we 

decide on our activities and priorities. The practical outworking of this model will be discussed in detail 

in the next section, in which we will report on the progress we have made towards the priorities set for 

2015-2016 in our 17c contract. However, first we will consider the financial constraints we face in 

trying to adopt this continuous improvement model. 

The Cost of Quality: How our practice subsidises the quality of care we provide 
To a limited extent some resource has been released by the removal of targets under the 17c 

Contract. In practical terms we have realised the financial savings of this by a structural reorganisation 

to reduce our level of management costs from two full time equivalent posts to one full time equivalent. 

This resource has been recirculated into an increase in front line receptionist capacity, and into a small 

increase in clinical sessions to allow all the GPs to have some protected administrative & planning time 

every week. The practice nurses and health care assistant have also been given some protected time 

each week, funded by a small reduction in the number of appointments they offer. 

The 17c contract has not however addressed the fundamental resource issues discussed above. As a 

result, the practice has been forced to adopt a relatively un-economic business model in which the 

Partners personally subsidise the maintenance and development of the high standard of care we 

provide (see Box 1). This subsidy is provided in the following ways: 

1. High frontline staff costs, including a high proportion of reception staff, a salaried GP and 

significant locum cover for annual leave. This is to allow for sufficient time to care for complex 

and needy patients, and is despite lean management practice, good organisation and efficient 
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back room costs. These increased staff costs are not met by the deprivation adjustments in the 

Scottish Allocation Formula. 

2. A much reduced patient list size per Partner compared to the average for Glasgow and 

Scotland, to enable us to meet demand while continuing to give consultations of sufficient 

length (average 15 minutes per consultation). List size is a significant factor in determining NHS 

income. 

3. All Partners have had to work reduced hours because of the emotional drain of providing a 

caring service in difficult circumstances, and to allow for the high number of unpaid hours 

worked. This has been felt to be a matter of probity in order to remain in good mental and 

physical health. Only one Partner works eight sessions per week, the others all work seven 

sessions or less in the practice.  

 Garscadden Burn 
Medical Practice 

Mazars  
Glasgow Average 

Mazars 
Scotland Average 

Expenditure on staff 
as a % of income 

45.6% 37.6% 39.2% 

List size per FTE 
Partner 

1356 patients 1817 patients 1838 patients 

Net partner income 
per session as a % of 
Scottish average 

84% 101% 100% 

Box 1 Benchmarking against the Glasgow and Scottish Averages5 

The net consequence of increased staff costs and smaller list size is a reduced income per session. 

Coupled with the reduced number of sessions worked per week, this represents a significant loss in 

lifetime earnings by the Partners of Garscadden Burn Medical Practice compared to the Scottish 

average. This is a subsidy to the NHS that allows us to maintain high standards of care despite 

inadequate resources. However, the sustainability of this business model as we sail into a GP 

workforce crisis is doubtful in the long term. This will be discussed further at the end of this report. 

Actions: What have we been doing differently? 
The 17c Contract stipulates that each practice will insert a variation to the contract to reflect the 

priorities set by the practice for that year. In April 2015 our practice submitted an extract from our 

wider practice development plan as our variation to the contract (see Box 2). We will discuss our 

progress against these objectives and what we have learned about our quality improvement model as 

a result. We will also discuss selected other progress from our development plan which were not 

included in the variation to the 17c Contract. The priorities are structured around our quality 

improvement model. 

Compassionate Clinical Services 
Person-centred care has recently been defined as: “putting those who need services and those who 

provide services at the centre of care”6. This reflects our own direction of travel and values as a 

practice. The core foundation for providing compassionate clinical services is investing the 

resources to allow the GP practice team to have the time to provide care. As described above, the 

practice subsidises this element of care heavily.  

                                                 
5 Garscadden Burn Medical Practice Draft Accounts, Year Ended 31/3/2015, Mazars LLP. Benchmarking data 
comparing GP practices provided by Mazars accountancy services. This may differ from ISD estimates of list size. 
6 Pulling together: transforming urgent care for the people of Scotland. 2015 National Review of Primary Care 
Out of Hours Services.  
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Patient demand and education 
This relational model of care requires the capacity to inform and educate patients, not only in how they 

use NHS services but in how to take better of themselves, how to manage their long term conditions, 

how to use medication more safely and how to make use of the community assets available to them. 

Box 2 Variation to 17c Contract 2015-2016 Practice Priorities 

 

Many patients simply lack the resources and capacity for this. Our practice also has limited capability 

to provide this.  

Over the past year our practice has made progress in this priority in the following ways: 

1. A practice newsletter posted to every household in the practice in January 2015 

2. Our practice leaflet completely re-written and re-formatted 

3. Collection of an email register of patients interested in receiving future newsletters, with a 

second newsletter planned to be distributed by website and email in January 2016 

4. Establishment of a patient self-service area at the entrance to the waiting room, based around 

a self-service check in area. The usefulness of this area is reflected in the growing numbers 

who are using this service to check in on arrival. The self service area includes information 

about other NHS services, including self-referral forms. It also signposts to third sector services 

by providing business cards under headings such as back pain, stress, marital problems etc. 

PART 1 COMPASSIONATE CLINICAL SERVICES 
PATIENT DEMAND & EDUCATION: Send a second practice newsletter 

APPOINTMENTS SUPPLY & DEMAND: Carry out a two cycle patient access audit 

AT RISK PATIENTS WITH CHRONIC DISEASES: Collect first cycle of process and outcome measures to audit services 

to at risk patients 

PART 2: COMMUNITY LINKS 
TEAM WELLBEING: Develop health promoting practice policy: 

SHARED LEARNING: Implement regular (initially monthly) protected practice learning / development events 

PATIENT INFORMATION & SUPPORT: Develop the local ALISS database of community resources 

COMMUNITY ORIENTED PRIMARY CARE: Contribute actively to developing Drumchapel COPC  

PART 3: CARE PLANNING 
HOUSEBOUND PATIENTS: Set up practice systems to extend support to housebound patients 

PALLIATIVE CARE PLANNING: Ensure that DNA CPR and end of life plans are set up as early as is appropriate 

ANTICIPATORY CARE PLANNING: Complete Key Information Summaries for patients when these are judged to be 

clinically necessary 

VULNERABLE ADULTS: Maintain a register of patients who require Adults with Incapacity certificates 

CHILDREN WHO ARE CAUSE FOR CONCERN: Maintain a register of children with cause for concern using the NHS 

GGC template 

LOCALITY PLANNING: Continue to lead the Drumchapel GPs informal locality group  

PART 4: CORE STANDARDS 
CORE STANDARDS: The practice will achieve a satisfactory or good level in every indicator identified in the practice 

core standards audit 
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5. Redevelopment of our practice website into a useful resource for patients with local 

information and links to self-care and self-management advice. This is being promoted as the 

first point of contact for the practice by encouraging patients to book appointments and order 

prescriptions online, with a view to encouraging them to access the other resources available to 

them through the website. 

6. Active management of the waiting room as an information resource. A receptionist has the 

allocated responsibility to maintain the information on the walls and update this regularly. In 

addition, a local school was invited to create artwork to hang in the waiting room, so as to 

create an interesting and welcoming atmosphere. We have used the waiting room also to 

highlight local campaigns, such as breast screening and the local women’s aid campaign 

against domestic violence 

Appointments supply and demand 
As discussed above, we have no capacity to increase the number of appointments we provide. Our 

current system has evolved over the years to be finely balanced between providing directly booked 

appointments which switch over to telephone triaged appointments at times if increased demand. The 

weighting of appointments is towards on the day booking, as there is a high rate of DNA in pre-

booked appointments. 

We have however taken the following steps: 

1. A GP Partner has taken on the allocated responsibility to investigate how we configure our 

medical services.  

2. We have attended a national meeting on telephone triage 

3. We have visited other GP practices to look at alternative booking systems 

4. We are currently completing an access audit using a standardised protocol. The findings from 

this are discussed below in the section on benefits and challenges. 

5. We have started to actively inform patients through a display in the waiting room of the 

numbers of missed appointments, and the receptionists are encouraged to engage patients in 

conversation about this. 

6. We have given patients booking online a wider range of options for pre-booking so as to 

encourage use of this booking service. 

In view of the fact that many, if not most patients come with a list and with multiple complaints, the 

length of the appointment is as important to access as the number of appointments, to reduce the 

number of patients leaving with needs unmet. Our average consultation length is of 15 minutes 

It is notable that over the last 12 months there have been no written complaints over access to GP 

appointments. This is the first time in several years we have not had complaints on this subject, at a time 

when General Practice as a whole seems to be facing an access crisis. 

We are also currently taking part in the national survey of patient experience, which will provide us 

with feedback from the patient perspective of how accessible our services are. The results of the 

patient survey will be available in 2016. 

At risk patients with chronic diseases 
This has been a large piece of work for the nursing team in the practice, with significant challenges 

which will be discussed later. This priority can be broken down into three broad aims: 

Chronic disease Aim 1: Patients with selected long term conditions will be invited for review annually, 

however those patients who are identified as being at risk will have increased resource invested in 

trying to encourage them to attend. This reflects the value of social justice through proportionate 

universalism. 

The following progress has been made against this aim: 
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1. We have been able to reorganise our practice recall systems so that they can recall patients 

annually 

2. We have created practice protocols for every chronic disease management area 

3. We have given the nursing team protected time to identify at risk patients, such as historical 

non-attenders or patients with additional needs, etc. 

4. We have established a register of Non-Attenders / At Risk Chronic Disease (NAARCD). This 

cohort of patients is to be intensively followed up by letter or phone to try and encourage 

them to attend.  

5. We have carried out the first cycle of an audit of patients coded as NAARCD. The findings of 

this audit are discussed in the section on benefits and challenges. 

6. An audit of our ‘At Risk’ Epilepsy patients is underway to establish whether this approach is 

able to increase the proportion of at risk patients who attend for a review. The result of this 

audit will be available in 2016 

7. Two audits of our ‘At Risk’ Asthma patients are also underway. We are taken part in an audit 

with secondary care to identify asthma patients who are attending hospital due to poor 

control. We are currently also auditing patients who frequently collect Salbutamol inhalers as 

recent evidence suggests an increased risk of death in this group. Both of these audits will be 

available in 2016. 

Chronic disease Aim 2: Chronic disease management reviews will still record selected clinical data, however 

the focus will be on the needs of the patient at the time as determined by the judgment of the clinician, 

in particular taking into account the wellbeing and social needs of the patient. This reflects the values 

of professionalism and patient centredness. 

The following progress has been made against this aim: 

1. We have audited the proportion of patients coded as Non-Attender /At Risk Chronic Disease 

who have been referred to our Community Links Practitioner for support to access resources in 

the community to address their wellbeing and broader health needs 

2. An audit of Epilepsy reviews is examining in more detail the extent to which ‘At Risk’ patients 

with Epilepsy attending for review are being signposted to a third sector organisation or 

referred to the Community Links Practitioner. 

Chronic disease Aim 3: The practice will actively role model health improvement in the community and 

promote and support local resources that enable healthier lifestyles. This reflects the value of person-

centredness as incorporating both those who use and provide services. 

The following progress has been made against this aim: 

1. We support the local Fruit Barra by buying fruit for the staff every week 

2. We help to fund a local Yoga charity by paying for weekly staff yoga classes 

3. We have supported the local tennis club to obtain funds to give free tennis lessons to our 

patients- the whole practice also took part in a tennis taster session. 

4. We are currently supporting local plans to develop a Drumchapel Park Run- a GP and two 

receptionists have attended planning meetings and the coordinators attended a practice 

meeting to inform the practice of their plans 

5. Our Community Links Practitioner regularly supports our patients with long term conditions to 

attend a Walking Group and took a group of patients to walk on the Big Scottish Run. 

6. We have held a practice sports day, in which all the practice team took part in activities at the 

tennis club and then took part in a treasure hunt where they visited six local physical activity 

amenities and met staff to learn about the services offered and how patients could benefit. A 

number of our patients commented positively that they had seen us doing this. 

7. We have used our waiting room and our website to actively promote healthier lifestyles, for 

example by publishing the amenities we visited on our walk, by publishing a testimonial by 

one of our receptionists about how she has benefited from Yoga, or by displaying simple 

messages encouraging physical activity. 
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Community Links 
Garscadden Burn is the lead practice for the National Community Links Worker Programme. The full 

details of how this is being implemented are being recorded in bi-annual reports, which will not be 

reproduced here.  However, we have identified four priorities within this programme that are 

specifically relevant to our 17c Contract. 

Team wellbeing 
In line with our understanding of person centredness, the practice has invested heavily in promoting 

wellbeing in the practice team. The core underpinning for this has been in providing sufficient resource 

for workload to be manageable while being able to maintain professional standards. The impact this 

has on practice profitability has already been discussed. In addition to this core investment of resource 

we have made the following progress against this aim: 

1. A weekly Yoga class for all the practice team held at lunchtime in the patient waiting room 

2. Regular team social occasions subsidised by the practice, with an emphasis on celebrating 

significant dates 

3. A monthly standing item at our whole practice meeting to discuss wellbeing and also to 

celebrate holidays, life events, personal successes and to share stories 

4. Regular meetings between the practice manager and the receptionists 

5. A culture of informal mutual recognition and support between all members of the practice 

team, in which people are encouraged to air concerns 

Shared Learning 
Over the past year we have invested in regular protected half day practice learning times as a means 

to strengthen our communication, meet our core standards, raise the level of staff training, discuss 

complaints and significant events in a safe environment, create a sense of team belonging, meet 

contacts from outside the practice and plan the care we provide. These have taken place off site, with 

full NHS24 cover, on the last Tuesday afternoon of each month. Additional locum cover has been 

purchased so as not to impact on patient access. All of these events begin with a whole practice 

meeting, after which we either stay together or divide into clinical and administrative teams. An 

overview of these meetings is provided in Box 3. The benefits of the meetings are discussed below. 

Box 3 (Left) Overview of topics covered during 

2015 at the practice monthly protected learning 

time sessions. Each session also includes review of 

complaints or significant events, celebration of 

positive events or feedback, and a discussion on 

team wellbeing. 

Box 4 (Below) Topics covered by Reception Staff at 

regular training meetings: 

  

Core standards audit review 

Team Development “Three Horizons”  

Confidentiality 

Links Worker Programme 

Child Protection  

Needs of the elderly 

Data Protection  

Health Walk “Treasure Hunt” & Tennis  

Community Led Health 

Review of 17c chronic disease management 

“Bleak Practice’ video” 

Deep End National Conference attendance 

Coding   Recall 

Appointment Template EMIS Templates 

Import/Exporting Notes GP Links 

Reports   Dictation  

Sci Gateway   Clinical Portal  
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Patient information and support 
The practice has made a number of changes to improve our capacity to inform and support patients. 

We have also been actively engaged in seeking to build partnerships in the local community to support 

the availability and uptake of local supports within the community 

1. We have increased our reception staff capacity with an allocated community links receptionist, 

and have developed our waiting area, website, practice newsletter and practice leaflet as 

described above 

2. We actively refer patients to our Community Links Practitioner for intensive one to one support 

of patients who are most disengaged or disenfranchised from services 

3. We have regularly updated the ALISS database with information about local resources and 

have made this accessible to our patients through our website 

4. Our Community Links Practitioner attends the local Violence Against Women Group. A gap in 

service to support adult survivors of childhood sexual abuse was highlighted as the result of 

which a local third sector organisation (COPE) set up a short term service to support patients 

presenting to their GP with support needs after disclosure.  This group is also designing an 

information page for our practice website  

5. Our Community Links Practitioner is supporting three young people to take part in a 

partnership venture set up with a fund obtained to provide art therapy to trauma survivors 

6. Our practice has supported Drumchapel Tennis Club to obtain funding from- this has been 

extended and funding secured to hold sessions in another appropriate venue. Our Community 

Links Practitioner regularly supports patients from the practice to attend these sessions. 

7. We are supporting new initiatives to increase the availability of physical activity on the local 

area: we are active partners with Park Run, Drumchapel Sports Club and Bike Station in new 

ventures and our Community Links Practitioner regularly supports patients to attend the weekly 

walking group from Chesters Nursery. 

Community Oriented Primary Care 
As part of our 17c activity the practice has committed to ongoing support for the NHS GGC 

Community Oriented Primary Care project. This year we have stepped back from providing the chair 

to the group and have been a little less involved than the previous year. However: 

1. The practice manager, health care assistant and a GP partner regularly attend the monthly 

meeting. At least one member of the practice has been present at every meeting 

2. We have supported the fruit barra initiative established by COPC 

3. We provide the liaison between the COPC meeting and the GP group, which we lead (see 

below) 

4. Following a speaker at COPC about the breast screening service coming to Drumchapel, we 

organised a publicity article in the local newspaper to encourage increased uptake. 

Care planning 
The third element of our quality improvement model is to try and develop systems and activities that 

create a more proactive and less reactive approach to the health care we provide. The aim of this is to 

try and improve health outcomes and mitigate health inequalities through designing services that are 

more proportionate to need. There are two aspects to this: implementing systems as a practice that 

improve our planning of care for individuals, and developing our ability to work more effectively with 

other NHS services through better locality planning. This is a very large task and one in which we are 

still taking only very small steps. 
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Systems put in place to improve care planning for individuals 
 

NEW PATIENTS  

Set up new patient medical consultations 

with the health care assistant 

99% of new patients have attended for a new 

patient medical in past year 

Streamline processes for summarising 

and scanning new patient records 

88% of new records with an up to date summary 

within 8 weeks 

 

HOUSEBOUND PATIENTS  

Code housebound patients 39 patients coded as housebound   

 

Set up health care assistant home 

visiting for chronic disease review of 

housebound patients 

29 visits to housebound patients by HCA in past 

year 

Hold weekly multidisciplinary team 

meeting with the district nurses 

Approximately 50 weekly MDTs held in past year 

PALLIATIVE CARE PATIENTS  

Hold weekly palliative care 

multidisciplinary meeting 

Approximately 50 weekly MDTs held in past year 

Maintain Key Information Summaries for 

all patients on the palliative care register 

A Palliative care report is submitted separately. 

100% of palliative care patients have a KIS 

Ensure that DNA CPR and end of life 

plans are set up as early as is 

appropriate 

74 patients coded as DNA CPR in the past year 

COMPLEX PATIENTS   

Complete Key Information Summaries for 

patients when these are judged to be 

clinically necessary 

87 patients with KIS/ Anticipatory Care Plan 

coded in the past year 

Reconcile medicines and conduct hospital 

discharge reviews as clinically 

appropriate 

82 patients with medicines reconciliation recorded 

in the past year 

Hold a practice protected learning time 

on the needs of frail elderly patients 

This was held in May 2015, attended by a 

Consultant Geriatrician and representatives of the 

elderly home visiting service 
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Conduct polypharmacy reviews on 

patients with 10 or more medications on 

prescription 

222 polypharmacy review conducted March 15-

Dec 16 

VULNERABLE ADULTS EVIDENCE 

Information about Power of Attorney and 

Guardianship to be collected in Docman 

Library 

Practice guidance and information is now 

available in our practice electronic library 

Introduce a practice protocol for “Adult 

Support and Protection” 

Adult Support and Protection Protocol is in place 

Maintain a register of patients who 

require Adults with Incapacity certificates 

63 AWI certificates completed in the past year   

 

Implement the training from the 

domestic violence pilot programme 

21 patients coded as ‘domestic violence 

discussed’ in the past year, 5 patients coded as 

‘advice about domestic violence’ 

Maintain a practice ‘safety net’ system A system is in place to follow up people who are 

considered likely not to follow through with for 

clinical advice where this would place them at risk 

VULNERABLE FAMILIES  

Hold weekly vulnerable families meeting 

with health visitors 

Approximately 40 vulnerable families meetings 

held in the past year 

Arrange protected learning time in child 

protection  

Protected learning event for all practices in 

Drumchapel organised April 2015, attended by 

NHS Child Protection Team, social work team 

leader  and health visitors 

Update the practice Child Protection 

procedures 

Updated Child Protection Protocol is in place 

Maintain a register of children with cause 

for concern using the NHS GGC template 

13 children registered as ‘Child with cause for 

concern’ read code in the past year 

EARLY DETECTION OF CANCER  

Proactively contact bowel screening non 

responders 

56 non-responders contacted of whom 34% (19 

people) have gone on to submit a sample 

Proactively contact breast screening non 

attenders 

Currently ongoing- to date 34 women coded as 

non-attenders to be contacted in Jan 16 

Patients to take part in the Early 

Detection of Lung Cancer study 

440 patients invited as calculated high risk of lung 

cancer, 90 responded, 5 have tested positive 

Box 5. Care planning systems in the practice 
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Locality care planning 
The practice is committed to contributing to the development of better systems for communication and 

planning at a locality level. It is our view that existing systems function poorly and that the experience 

and views of GPs are marginalised and generally ignored in planning decisions that affect patients. 

Over the past year we have taken the following steps to try and contribute to capacity for locality 

planning. However, this is the area where we have been least able to make an impact. 

1. We have organised and led two lunchtime meetings this year, that were attended by all the 

GP partners in the health centre, to discuss local developments and issues of common interest 

2. We organised and led a locality protected learning event on Child Protection, attended by 

the Drumchapel GP practices, with training provided by our Community Links Practitioner, a 

Children & Families social work team leader and the NHS Child Protection Team 

3. We conducted a survey of the Drumchapel GP practices regarding their views of our informal 

locality meeting and submitted a written report to NHS GGC at the request of the CHP 

Clinical Director outlining learning that will be relevant to future locality planning 

4. We have corresponded on behalf of the GP group with Sexual Health Services and the District 

Nursing Management regarding changed to services 

5. We coordinated a joint publicity photo-shoot and article by all the health centre GPs 

published in the Clydebank Post, to encourage women to attend the breast screening service 

(see Fig 6) 

6. Where possible a representative from the practice has attended the monthly GP forum 

meetings 

7. Where possible a representative of the practice has attended the events held for17c practices 

to share learning 

 

Fig. 6 Photo published in the Clydebank 

Post under the headline “It’s ‘breast’ to 

get checked’ with an article submitted by 

the Drumchapel GPs giving our 

endorsement to the Breast Screening 

Programme and encouraging women to 

attend. 

 

 

 

 

Core standards 
One aspect of the crisis we felt in 2014 was that the constant focus on meeting external targets had 

led to an erosion of the core internal systems for keeping pace with rapidly evolving regulatory, 

contractual and professional standards. With the managerial capacity that was released by a 

reduction in the level of data collection and standardisation, we were able to conduct an in depth 

review of all internal practice systems and protocols. This has led to the following developments: 

1. The development of a practice toolkit for internally auditing our compliance with core 

standards 

2. A nominated lead identified with responsibility for different areas of our core standards 

3. An internal audit process to monitor and improve of our compliance with core standards has 

been set up. We now meet acceptable or good for 95% of these criteria. 
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4. A dedicated easily accessible electronic library has been set up as a single repository 

accessible to all the practice team with all our practice policies and protocols 

5. A series of ‘Good Housekeeping Guides’ has been produced for quick reference by the admin 

team to support front office and back office processes 

6. A regular training programme has been put in place as described above to ensure staff are 

familiar with practice policies and systems 

Outcomes: Have we made any difference? 
In this section we will examine such data as we have been able to gather regarding outcomes that we 

consider to be significant. Numerical indicators of ‘success’ or otherwise can be helpful in guiding 

progress. Nevertheless, such measures need to be treated with caution. The extent to which any 

observed changes are a result of the changes in GP contract, or due to other factors will be discussed 

below. Perhaps more importantly, we believe that high quality patient care in General Practice is 

based on relationships, experience and values as much as it is on evidence. General Practice has 

suffered over the years from policies that conflate quality of care with the very limited range of 

measures available, none of which come close to capturing the range and complexity of real life 

patient encounters. For us the driving force for quality improvement is the ethical drive to deliver a 

professional service that is in accord with our values. The final assessment therefore is a subjective 

judgment as to the extent to which this is being realised within our structural constraints and the systems 

we are able to create. 

Benefits to patients and the practice 

The practice safety climate has improved 
There can be no doubt that we have experienced an improvement in team morale, communication and 

cohesion. This subjective impression has been captured in our latest annual safety climate survey. This 

has shown a marked improvement in all indicators with respect to the previous practice results, with all 

indicators now being higher than the national average (Fig 7). 

 

 

Fig. 7 Practice safety 

climate survey 2015 

This is an annual 

anonymous online survey 

completed by all the 

practice team members 

as part of the Scottish 

Government Patient 

Safety Programme  
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Patient complaints have fallen 
General Practice teams have weekly contact with hundreds of patients and as such are subject to a 

constant level of informal complaints, praise, thanks and other feedback. This is experienced both at 

the front desk and in consultations. It is an unrecognised driver of quality in primary care, where 

patients have far more access to the clinical and administrative teams, and feel more at home, than in 

any other part of the health service. Patient approval and expressions of thanks, including small tokens 

of gratitude, are a major element of professional satisfaction and morale. Conversely low level 

complaints, critical comments or even expressions of anger and verbal complaint are a feature of 

practice life which need to be managed by the whole practice team. Formal complaints by contrast are 

very small in number, and represent the tiny visible tip of a this much larger informal iceberg of both 

approving and disapproving negative feedback. While all such feedback is a reflection of patient 

expectations, which varies widely between people, nevertheless it can be an indication of the extent to 

which patients perceive the practice to be well run and sympathetic to their needs. Our impression is 

that the level of informal negative feedback is less intense now than it has been in previous years, and 

this seems to be born out in a fall in the number of formal complaints received this year (Fig. 8) 

Fig 8. Formal 

complaints received 

and responded to 

through the 

practice complaints 

procedure 

(note that for 

comparison each 

year is taken as the 

twelve months to 

30th November, 

due to the date of 

this report) 

 

 

Non-attender and at risk patients with chronic diseases are being offered extra support 
The practice is building a register of patients identified as either being historical non-attenders, having 

poor compliance with treatment, or otherwise being considered to be at risk. This is based on the 

professional judgment of the clinical team, in particular the practice nurses who have protected time to 

review disease registers (Fig 9).  

Fig 9 NAARCD Audit 

82 patients have been 

identified as needing a 

higher level of resource 

input to reduce their 

chronic disease risk. 

Nearly one half have 

been persuaded to 

attend, and one fifth have 

been referred to our links 

worker for intensive 

support to address social 

issues. This forms our 

baseline for future audit. 
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We are offering a high level of patient access despite higher than average demand 
We have carried out the first cycle of an audit of patient met and unmet demand for GP 

appointments. This will be repeated next year. The audit did not consider demand for nurse and health 

care assistant appointments, nor the demand and availability of telephone appointments, which might 

be considered in future evaluation. The vast majority of patient appointments are made available on 

the day, with patients being advised to call at 8 o’clock for these. This means that we have never had 

any trouble in seeing patients within 24 hours. However, we did not have any measures of overall 

demand, how our appointment availability compared to national benchmarking nor whether there 

were a significant number of patients being unable to access a suitable GP appointment at the time of 

calling. 

The survey was carried out by the front desk team over a two-week period in November 2015. It 

found that demand for GP appointments during this period was 25% higher than the estimated 

number of appointments needed based on the Scottish Government PTI programme which studied 60 

GP practices nationally. We were found to be offering 10% more GP appointments than the 

nationally recommended 56 appointments per week per 1000 patients, and as a result were able to 

meet 88% of the demand (Fig 10). In addition, we found that our DNA rate was <5%, which is 

remarkably low for an area of high socio-economic deprivation, although still a waste. 

 
Fig 10.  

GP appointments 

access audit  

Survey taken by 

front desk staff 

over two weeks in 

November 2015 

 

 

 

 

 

We are developing better information and educational resources to communicate with patients 
As described above, we have been developing a variety of means to both provide patients with more 

convenient alternatives for accessing our services and to links these to new mechanisms of 

communicating and informing. To recap, these have included a redesigned practice website, a patient 

self-service and information area designed around an automated check-in booth, a newsletter sent to 

every household, a free texting and reminder service to patients, and regular maintenance of the 

patient waiting area. 

During the past year we have seen some significant outcomes in terms of patient uptake of these 

various methods of communication (Box 6): 

Box 6. Developing methods for better communication- patient uptake in 2015 

Households who have been sent a newsletter 2541 

Patients who have used the automated check-in service 4750 

Unique visits to our practice website 44,654 

Patients registered for online prescription ordering via our website 243 

Patients registered to book appointments online via our website 23 
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The practice website in particular is a key resource that we have been developing as electronic 

communications will undoubtedly become the most dominant mechanism to support self-care and self-

management in the next ten years. The result of this has been that the number of people accessing our 

website every month has doubled over the past year (Fig 11). 

 

 

Challenges 
The two years since we changed the terms of our contract have not been easy. One of the drivers for 

moving to a new contract was a sense of crisis, and if anything this intensified during the initial year. 

This was reflected in high staff turnover, with a number of front desk staff leaving, and culminating in 

the resignation of our practice manager. Several challenges can be identified as being specifically 

related to the change in contract: 

Change management, trust and communication 
The level of change in moving from a system driven by data recording for target purposes to one 

driven by professional values should not be underestimated. For the GP partners this has involved a 

significant challenge in terms of both providing the imagination and drive required for the clinical 

leadership of the change to be effective and also freeing up clinical time to think and plan the 

changes. For the nursing team the impact was even greater, as it threw a great deal of responsibility 

onto their shoulders to determine for themselves what would constitute a high quality of chronic disease 

management service. For the practice manager the challenge has been huge as systems have had to 

be redesigned and new ideas explored by trial and error. The front line administrative team have also 

needed to become involved in planning changes in a new way. 

While data collection for targets is constraining, it can also feel comforting because it provides a 

degree of external affirmation once a target is ‘achieved’. Continuous quality improvement provides 

no such a comfort blanket. For the GPs, nurses and practice manager there has been a heightened 

sense of responsibility, coupled with concern about the implications should our professional services to 

deviate very far from what might be considered normal good practice. This has required 

communication, and mutual challenge as well as validation, which could only be possible in an 

atmosphere of trust and professional respect. Thankfully our team was up for this! 

Fig 11 
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IT and recall systems 
In order to support a policy of proportionate universalism, our coding and disease register systems had 

to be redesigned in two different directions: (1) to simplify and minimise the routine universal recall 

systems for all patients with chronic disease or disease risk factors (universalism) (2) to develop and 

maximise systems for coding and contacting patients identified as being at significantly higher risk of 

poorer health outcomes (proportionality). This proved to be an enormous challenge, given the large 

numbers of patients involved and the design of systems to provide a one size fits all universal recall 

system based around QOF indicators.  

We are grateful for a large degree of support from the NHS IT team, with which the first of these aims 

has been achieved. As a result, 100% of patients on our disease registers received a simple annual 

reminder to attend for review in 2015.  

The second of these aims remains a work in progress, and at present continues to be a labour intensive, 

mostly manual process as the IT systems do not have the level of intelligence required. This is an area 

which we hope will develop, so that eventually a systems approach might be designed with the 

sensitivity and specificity to identify those who might most benefit from a proportionately higher level 

of practice resource to mitigate health inequalities. 

Collecting meaningful data 
It has proved difficult in the first two years of this contract to identify data that could meaningfully 

guide us towards improvements in the quality of the service we provide, with an emphasis on those with 

the worst control and outcomes. In these initial stages we have collated data on activity and also 

global outcomes data such as that presented above. We continue of course to systematically record 

clinical data, however we are unsure how to use and interpret such data meaningfully within the health 

inequalities context. In particular, it is very possible that a reduced intensity of recall for those with the 

lowest risk factors and an increased intensity of recall for those with the highest risk factors may well 

be reflected as a worsening in measured biomedical indicators. Additionally, we have emphasised the 

relational and supportive elements of the consultation. Although in the long term it would be expected 

that improved enablement and wellbeing would lead to improved risk factors, in the short term an 

emphasis on factors such as literacy, anxiety, support with benefits, etc. may well mean that biomedical 

factors such as smoking cessation or blood pressure control are given lower priority. This is an area 

where sharing our internal practice dialogue with external expertise would be immensely valuable. 

Inter-practice learning 
Our initial expectations of a high level of collaboration and inter-practice learning with other 17c 

practices were perhaps unrealistic, if for no other reason than the time required for this. The effort and 

time given to managing the changes with the team internally has left little time for meeting with other 

practices. Additionally, each practice is following a different variation in how they interpret and 

implement the contract, with varying levels of how radically this is being implemented (we suspect we 

are at the more radical end of this spectrum). Only of few of the practices share our patient 

demographic profile. The online sharing of resources does not seem to have taken off, and there is no 

identified clinical leadership with a remit to support, inform and encourage the sharing of learning 

between practices. The meetings arranged have been helpful, and our practice manager and practice 

nurses have found it interesting to attend these, however they have not had a great impact on enabling 

us to address our challenges. Perhaps the greatest benefit, and this is important, has been in allowing 

us to have an element of peer review of our progress. In some respects, however, there has perhaps 

been a missed opportunity in not enabling clusters of 17c practices to co-evolve. 

What about patient involvement in planning and evaluating our care? 
As described above, there is a continuous discourse arising within our hundreds of weekly patient 

contacts which provides a commentary on the service we provide. This is our most important and most 

important source of feedback. We also receive informal feedback in the form of written suggestions 

through our website and practice post-box, although these are used rarely. The practice has previously 

hosted a patient participation group which met regularly for about six years and made a valuable 
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contribution to the quality of services we provided at the time. The group eventually stopped as many 

of the contributors were elderly and no longer able to attend, while others left because of other 

demands on their time. The group reflected many of the strengths and weaknesses of such groups- a 

tendency to focus on ‘consumer experience’ elements of the practice, rather than on priorities and 

difficult decisions, an over-representation of more able and confident people rather than the most 

vulnerable, and a tendency over time for those continuing to attend to do so out of loyalty and support 

for the practice team7. 

In the past two months the practice has embarked on a completely new approach to engaging with our 

patients. In collaboration with CHEX (Community Health Exchange) we have invited a small number of 

our patients to develop a community led health group. The group members have been especially 

invited because of their vulnerability or significant health needs, and the primary focus of the group is 

on mutual support and empowerment of those taking part. Our long term goal however is to learn how 

we can support a process that would nurture and empower those most in need of good health care but 

least able to contribute to patient participation to become those who help us to plan and evaluate the 

care we provide. This has been a very steep learning curve for us, our partner organisation and the 

participants themselves, and it is too early to be able to provide a report on this. The outcome is being 

carefully monitored as well as formally evaluated, so we hope in our report next year to be able to 

describe what happened.  

We will also be able to report next year on the findings of the Scottish Health and Care Experience 

Survey which our patients are being asked to complete currently. 

Conclusions: What have we learned? 

What has been the role of a change in GP contract? 
The change to a 17c contract did not take place in a vacuum. It was deliberately taken on in 

conjunction with the practice embarking on the Scottish Government funded Links Worker Programme8. 

This programme includes a practice development component as well as the provision of an additional 

team member with skills to support patients with social and community support needs. A formal 

external outcomes evaluation is being conducted by Glasgow University. It was hoped that this twin 

track decision would have a synergistic effect to allow for transformation of how we work as a 

practice team. Three other less expected major changes have also taken place since April 2014: our 

practice manager left us and we are under new management, we have successfully complete the 

approval process to become a GP training practice, and we have taken on contracts to provide 

enhanced services to nursing homes, bringing with them increased resource and responsibilities. 

It is difficult to tease out therefore what would have happened had we not taken up the 17c contract, 

however we believe that it has made an important contribution in the following four ways: 

1. Creating business confidence: allowing us to invest in practice development and in new services 

2. Changing our relationship with health service managers: a new sense of respect and trust 

3. Freeing up management time: to focus on practice identified priorities and development 

4. Empowering the clinical team: to reshape the professional service we provide 

We believe it was the right step at the right time for us. 

What external support do we require? 

Support to develop our 17c contract priorities 
The model for quality of care that we have developed has arisen internally through our internal 

dialogue. It has been important to have had time to develop in confidence and to think through for 

                                                 
7 Patient Participation in General Practice: Learning from the front line. RCGP Scotland 2012 
8 http://links.alliance-scotland.org.uk/ 
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ourselves what these changes mean. We have also had excellent support from many people.  

However, moving forward, we would perhaps benefit from three types of additional support: 

1. External dialogue with public health to gain an external perspective as to how we might 

develop proportionate universalism and person-centredness in our management of risk and 

chronic disease (we have had one meeting with Dr Sonya Scott which was very valuable) 

2. Support to co-learn with other 17c practices, perhaps in a small cluster of practices with a 

similar demographic or priorities to ourselves 

3. Support to find means to collate meaningful outcomes data 

4. Support to facilitate access to contacts and expertise for our protected learning times 

Support to provide clinical services 
Many aspects of the complex health and social care systems within which we provide medical care can 

and do work very well. We are especially positive about our relationship with the attached community 

nursing and health visiting teams and the support we have received from the attached pharmacy team, 

as well as from the community mental health team, the hospice, and many other individuals in both 

primary and secondary care. There are, however, many dysfunctionalities also. This is not the place to 

list all the problems we encounter with interfacing with other systems in our day to day clinical practice, 

however the following issues have a disproportionate impact on our ability to do our job: 

1. Long waiting lists for other primary care services, such as physiotherapy and podiatry, which 

effectively render them unobtainable and so patients inappropriately access GP services 

instead 

2. The existing models for providing mental health expertise to address endemic levels of 

anxiety, depression and addictions related to trauma, poverty and adverse social conditions 

simply do not work. As a result, we continue to provide a relational, supportive and witnessing 

role to validate the experiences of people who live with intense levels of trauma and 

adversity. This inappropriately medicalises strategies used for resilience, and places a heavy 

strain on our service. Our practice attached Community Links Practitioner has made a huge 

difference in helping people to address their social and wellbeing needs. We remain 

frustrated however that it is still nearly impossible to obtain access to specialised mental health 

and addictions services for patients who do not have severe and enduring mental illness due to 

the number of barriers placed in the way of patients 

3. Communication with secondary care has improved but is still inefficient. The development of 

SCI gateway to provide a routine mechanism for rapid two-way communication between 

specialty and generalist care would transform the ability of both primary and secondary care 

to make appropriate decisions in the best interests of patients and to reduce duplication. 

4. A stop to the policy of automatically discharging patients who do not attend appointments 

would be very helpful to us. Patients in deprived areas and those with social and mental health 

problems are far more likely to DNA hospital appointments, so this blanket policy is regressive, 

discriminatory and undermines practices such as ourselves who are actively seek to follow up 

and support our most vulnerable patients. It is the opposite of proportionate universalism. 

5. Service level management decisions continue to be made with disregard for General Practice 

which is systematically side-lined, government rhetoric notwithstanding. Recent examples that 

have impacted on us have been the tendering of stress services, the reduction in the provision 

of sexual health services, the loss of weight management services and the reorganisation of 

community nurses. We fully recognise the resource constraints and difficult choices that 

managers are having to make (we have to make them too), but wish to highlight that all these 

examples have in common top down management decision making and a lack of consultation 

with the service most likely to be affected by such decisions and which is often expected simply 

to pick up the pieces when services are reduced. 
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Is quality improvement sustainable going forwards? 
To return to our boat analogy- we believe that we have travelled a long way in the past two years, 

and have become a great deal more seaworthy in the process. For us this is what quality improvement 

is all about. However, along with the rest of the NHS we are facing a growing storm. While some of 

this is due to demographic change, many of the challenges ahead have been created by decisions to 

invest heavily in downstream, high cost medical and social care, while disinvesting from upstream 

community and primary medical services. Of the three values embodied in our quality improvement 

model, the opposite values seem to be actually embodied in the orientation of many NHS systems: 

instead of person-centredness there is system-centredness, instead of professionalism there is 

managerialism, instead of proportionate universalism (social justice) there is the inverse distribution of 

care (discrimination under another guise). It is this which has created a fragmented and costly system 

that is not oriented to needs and which creates barriers to accessing timely medical and community 

based support until a costly crisis point is reached. 

Until now we have paid to sustain quality of care by accepting a lower than average net income by 

the GP Partners- a form of subsidy to the care we provide. In an increasingly competitive workforce 

environment, we have to question whether this business model is sustainable. The predictable result of 

the relative disinvestment by the NHS in primary care has been a crisis in the number of doctors 

wanting to become GPs. As more practices compete for less GPs, we do not know whether we will be 

able to keep attracting partners to continue providing this service in the long term. 

There are many other uncertainties- whether the new Scottish Allocation Formula will continue to 

perpetuate the inverse distribution of funding relative to need by favouring affluent areas; whether 

the NHS and Integrated Joint Boards will continue to invest in downstream hospital care instead of 

preventative primary care; whether the transfer of workload to primary care will continue; whether 

patient demand and expectations will outstrip any possibility of keeping apace.  

Despite all this, we believe that we have demonstrated that the trust placed in us by NHS GGC to 

allow us to shape our own services was well placed. We hope that this record of our experiences might 

also provide some learning for others considering how the contractual relationship between GP 

practices and NHS Boards might be shaped in the years ahead. We may not be a great ship, but we 

do feel that we now face a stormy future with more confidence than ever before: 

“In any dark time, there is a tendency to veer toward fainting over how much is wrong or un-mended. Yet 

there have never been more able vessels in the waters than there are right now. When a great ship is in 

harbour and moored, it is safe, there can be no doubt. But that is not what great ships are built for.” 
(Clarissa Estes: We were made for these times) 
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