



















































































































































































































































































































































































































































































Evaluation of Advanced Access in general practice

respondents valuing this more. When considering the attribute length of
appointment older respondents valued this less.

Table 87Results of logit regression analysis, interaction with patient
and practice characteristics (weight loss, all respondents)

Attribute Coefficient 95% CI SE P value
Days booked for appointment -0.197 60'127168 to - 0.01 0.000
Days booked for appointment * _ -0.075 to -
practice is Advanced Access 0.044 0.013 0.01 0.004
Booked to see doctor, not your
choice * practice is Advanced 0.302 0.121 to 0.484 0.09 0.001
Access
Booked to see doctor, not your _ -0.398 to -
choice * respondent is female 0.215 0.033 0.09 0.021
Booked to see doctor, not your 0.015  0.005t00.025 0.00  0.002
choice * respondent’ age
Booked to see doctor, not your ) -0.000 to -
choice * respondent’s age? 0.000 0.000 0.00 0.057
Booked to see doctor, your choice  0.731 0.042 to 1.421 0.35 0.038

i X
Booked to s:ee doctor, your choice 0.047 0.019 to 0.075 0.01 0.001
respondent’s age

i X - -
Booked to s:ee dozctor, your choice -0.000 0.000 to 0.00 0.036
respondent’s age 0.000

Booked to see doctor, your choice *
respondent’s satisfaction with 0.142 0.048 to 0.236 0.04 0.003
current practice arrangements

Booked at a convenient time of day 0.395 0.229 to 0.561 0.08 0.000

Booked at a convenient time of day
* respondent’s satisfaction with 0.080 0.006 to 0.153 0.03 0.032
current practice arrangements

Length of appointment booked 0.023 0.009 to 0.0370 0.00 0.001
i * - -

Length of aPpomtment booked -0.004 0.000 to 0.00 0.011

respondent’s age 0.000

Constant 0.308 0.231 to 0.385 0.03 0.000

Note: N = 7988 LR 32 = 1484 (p<0.000), McFadden’s R? = 0.268, % correct
predictions = 75.1%
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10.5 Predicting utility scores

We used the estimated models reported in Table 84 and Table 85 to predict
relative utility for each general practice as it currently operated. This was
made possible by using mode responses from each practice concerning how
respondents had experienced booking arrangements for their current
appointment. Indeed there was little variation across practices regardless of
whether the practice was an Advanced Access or control practice. It was
typical to find respondents most recent experience as being an appointment
booked the same day, with a doctor of choice, at a convenient time and for 10
minutes duration (Currentl). Where variation existed it was in the day the
appointment was booked - two control practices typically offered
appointments seven days later with all else being equal (Current2) and one
Advance Access practice offered appointments with a doctor but not of choice,
all else equal (Current3).

Table 88 reports the range of predicted utilities for the three current practice
scenarios and some potential new arrangements to illustrate how policy
analysis may be undertaken.

Under the first of the current arrangements all attribute levels in the model
are set at the best possible level giving a maximum predicted score of 1.543
units of utility under the acute, low worry vignette and 1.704 for the ongoing,
high worry vignette. However seemingly small changes in booking
arrangements as indicated by ‘Current2’ and ‘Current 3’ show how sensitive
the model is to reducing utility.

Under ‘Current2’ it is the size of the increase in actual number of days that is
driving the reduction in relative utility rather than the magnitude of the
coefficient for number of days booked in advance for an appointment.
Conversely, it is the size of the coefficient on booking to be seen by a doctor
of choice as compared with that for any available doctor that drives the utility
change.

We have opted only to illustrate how the models can be used by policy
makers to investigate the impact of plausible alternative arrangements. In
Table 96 we consider the situation where for acute, low worry conditions it
may be possible to free up doctors by booking appointments to see the nurse
the same day all else being equal and for ongoing, high worry conditions how
the patient may be given an appointment to see an available doctor within 48
hours. In each case the predicted utility scores are valued more highly that
current practice arrangements ‘Current2’ and ‘Current3’ indicating at least
that for those practices the proposed new arrangements would be more
beneficial to patients.

Table 88 Predicted utility scores for current and new booking systems

Booking system Predicted utility score

Acute, low

worry Ongoing, high worry

Current arrangements:
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Currentl - seen same day by doctor of choice,

convenient time for 10 mins 1.543 1.704

Current.2 - sgen 7 days Iqter by doctor of choice, 0.091 0.438

convenient time for 10 mins

Current.3 - sgen same da}/ by available doctor, 0.092 1.025

convenient time for 10 mins

Alternative arrangements:

Seen same day by nurse, convenient time for 10 mins 0.703 -

Seen in 2 days by available doctor, convenient time for

20 mins - 1.493
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Section 11 Survey of staff

11.1 Introduction and aims

It has been claimed that Advanced Access leads to improvements in job
satisfaction for staff, particularly receptionists, because it is associated with
less stress and conflict with patients over the availability of appointments.
There is also reason to hypothesise that Advanced Access may have an
impact on the experience of working in a team. Advanced Access involves
small interest groups working together on practical problems using Plan-Do-
Study-Act cycles. These groups should involve people from different
backgrounds, but directly involved in the issue ‘at the coal-face’, working
together to identify problems and implement solutions. This process may lead
to an enhanced sense of teamwork in Advanced Access practices.

This component of the evaluation set out to assess whether or not there is
evidence for these claims about job stress, job satisfaction and team-working.
It is complemented by the qualitative research reported in Section 12.

11.2 Research questions

e What has been the impact of implementing Advanced Access on the level
of job stress experienced by practice staff?

e What has been the impact of implementing Advanced Access on team
climate?

e What has been the impact of implementing Advanced Access on job
satisfaction?

11.3 Methods

11.3.1 Sample frame

The survey of staff was conducted at 4617 practices involved in the main
evaluation. We set out to examine and compare the experiences of three
groups of staff: doctors, nurses and receptionists/administrative staff.

Practices were asked to include all ‘core’ staff within these categories. Locums
and other temporary or agency staff were excluded. Amongst nurses, only
practice nurses, treatment room nurses and nurse practitioners working
regularly in the practice were included; community nurses, midwives, health
visitors and other health care workers (e.g. smoking cessation advisors, drugs
counsellors etc.) were excluded.

17 One of the original 48 practices had withdrawn from the evaluation at an early stage, and one
practice declined to participate in the staff survey.
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11.3.2 Questionnaire design

The questionnaire covered 4 sides, of which the first side provided general
information (see Appendix 12).

The second side included basic demographic information about the respondent
(age group, sex) and the working role (type of job, whether full or part time).
It then included a series of 13 statements about sources of stress in general
practice. These statements were largely selected from a list of sources of
stress used in earlier national surveys of GP job satisfaction (Cooper et al,
1989; Sibbald et al, 2000) but only statements which were relevant to all
practice staff were included. Each statement was answered on a five point
ordinal scale from ‘no pressure’ to *high pressure’.

The third side included 20 statements, each scored on a five point scale from
‘strongly agree’ to ‘strongly disagree’, which assessed aspects of team
climate. The concept of team climate has been developed and studied by
organisational psychologists over the last three decades, and is described as
the ‘shared perceptions of organisational policies, practices and procedures’
(Anderson & West 1998). A number of measures have been developed to
assess team climate, of which the most widely used is the ‘Team Climate
Inventory’ (TCI) (Anderson & West, 1994; West & Farr, 1990).

The TCI has been developed and validated in a number of settings including
primary health care teams and hospitals (Anderson & West, 1994; Anderson &
West, 1998; Poulton & West, 1999; West, 1995; West & Farr, 1990; West &
Wallace, 1991). It assesses the team climate in ‘proximal work groups’, which
are the group of people with whom workers identify and interact frequently.
The authors postulate that team climate arises within the proximal work
group through active social construction and becomes ‘embedded within the
fabric of the organisation’ (Anderson & West 1998).

The TCI includes five scales, but in the interests of keeping the staff
questionnaire short to maximise response rates we used three scales that
were particularly relevant to this study. These scales relate to ‘Support for
Innovation’, ‘Interaction Frequency’ and ‘Participative Safety’. Discussion with
one of the originators of the TCI, Dr West, in relation to an earlier study
conducted by the researchers using the TCI confirmed that the scales can be
used independently, as long as all relevant questions within each scale are
included.

Support for Innovation refers to the ‘expectation, approval and practical
support of attempts to introduce new and improved ways of doing things in
the work environment’ (West & Farr, 1990). Participative safety is said to
exist when all members of a work group feel able to propose new ideas and
problem solutions in a non-judgemental climate.(Anderson & West, 1998)
Interaction frequency refers to the number of formal and informal interactions
of people within a work team (Anderson & West, 1998).

The fourth side of the questionnaire was comprised of a modified version of
the Warr-Cook-Wall measure of job satisfaction (Warr et al, 1979). The
original questionnaire includes 15 items representing satisfaction with 14 job
facets and an overall satisfaction measure. This was modified by Sibbald et a/

© NCCSDO 2007 170



Evaluation of Advanced Access in general practice

in previous surveys of GPs to include 9 job facets and overall satisfaction
(Sibbald et al, 2000). All 10 of these statements were equally applicable to
nurses and receptionists as to GPs. Each of the question statements was
scored on a seven point scale from ‘extremely satisfied’ to ‘extremely
dissatisfied’.

Finally, respondents were asked to indicate their overall satisfaction with the
way the appointments system worked in their practice, on the same seven
point scale as above, and given an opportunity to express any other
comments.

11.3.3 Survey administration

Practice managers were asked to complete a survey record sheet with the
names and staff type of each member of staff to be included in the survey
listed against a unique survey ID number for each individual. Each
questionnaire was numbered with the ID number and given to the member of
staff, along with a covering letter, information sheet and Freepost envelope to
post the questionnaire directly back to the research team. The information to
staff emphasised that their responses would be anonymous and not disclosed
to anyone in their practice. The practice manager then photocopied the survey
record sheet, removed the column with staff names, and sent the anonymised
list back to the research team.

After two weeks the research team informed the practice manager which staff
members (by ID number) had not returned the questionnaire and asked them
to send them another questionnaire and a reminder.

11.3.4 Analysis

In line with the previous research on which our questionnaire was based, an
overall score for stress was calculated from the mean scores per respondent
on the 13 statements about sources of stress. Scales for the three TCI scales
of interaction frequency, support for innovation and participative safety were
calculated following the guidance for this questionnaire. Scores were reversed
so that high scores represent a more positive team climate. The 15 job
satisfaction statements were analysed as individual statements, in line with
previous similar surveys.

The main analyses consisted of comparisons between the responses of each
group of staff from Advanced Access and control practices, using linear or
logistic regression as appropriate. Tests of interaction were used to explore
whether there was evidence of different responses from different groups of
staff (doctors, nurses or receptionists and administrative staff). The results
are presented for each group of staff separately, rather than combining them
to compare Advanced Access and control practices, since it was anticipated
that Advanced Access may have different effects on different types of staff.

All analyses took account of the clustered nature of the data by practice.
Differences in means and odds ratios are reported with confidence intervals,
first unadjusted (but taking account of clustering) and then adjusted for
practice, age-group, sex, full-time or part-time working and practice list size.
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11.4 Results

11.4.1 Response rates

The overall response rate was 85% (817/960). The response rates were
similar for all types of staff, and also similar in Advanced Access and control
practices (see

Table 89). The response rate varied considerably in different practices, from
26% to 100% (see Appendix 5).

Table 89 Staff survey response rates

Advanced Access Control All
N % n % n % 0dds ratio (CI)
P value
Doctors 108/128 84.4 95/109 87.2 203/237 85.7 0.80(0.38to0 1.67)
p=0.54
Nurses 85/95 89.5 69/81 85.2 154/176 87.5 1.48 (0.60 to 3.63)
p=0.39
Reception/ 241/293 82.3 219/252 86.9 460/545 84.4 0.70(0.44to01.12)
admin staff p=0.13
All 434/518 83.8 383/442 86.7 817/960 85.1 0.80(0.56to01.14)

p=0.21

The following table shows the age and sex and working time characteristics of
the respondents. Slightly more than half the doctors worked full time, and a
similar proportion were male. Most of the other staff worked part-time and
almost all were female:

Table 90 Characteristics of respondents by professional group

Doctors Nurses Recep/Admin All

N= 203 N=154 N=460 N=817

N % N % n % n %
Age-group*
<25 2 1.0 0 0.0 19 4.2 21 2.6
25-34 27 13.4 13 8.6 37 8.2 77 9.6
35-44 65 32.3 49 32.2 103 22.8 217 27.0
45-54 76 37.8 67 44.1 166 36.8 309 38.4
>55 31 15.4 23 15.1 126 27.9 180 22.4
% male** 112 56.0 0 0.0 13 2.9 125 15.9
% full- 104 55.0 29 20.1 105 24.4 238 31.2
timex*x*

*N=201, N=152, n=451 for doctors, nurses, recep/admin, respectively.
**N=200, N=146, n=442 for doctors, nurses, recep/admin, respectively.
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***N=189, N=144, n=431 for doctors, nurses, recep/admin, respectively.

11.4.2 Stress

The detailed findings about the responses of doctors, nurses and
reception/administrative staff with regard to the sources of stress in general
practice are shown in the three tables that follow.

The results show that doctors expressed higher levels of stress than nurses,
who were more stressed than receptionists.

Doctors were most stressed by dealing with problem patients, dividing time
between work and family and by having too much work to do in the time
available. Doctors working in Advanced Access practices were more stressed
by the length of surgeries than doctors in control practices (p=0.04). There
was a suggestion that they may also have been more stressed about knowing
how much they would have to do in a day (p=0.08).

Nurses were most stressed by having too much to do in the time available,
not having enough appointments and people wanting to be seen sooner than
appointments were available. There were no important differences between
nurses in Advanced Access or control practices.

Receptionists generally reported lower levels of stress on most facets of their
work than the doctors or nurses. The three highest sources of stress were not
having enough appointments, too much work to do in the time available and
people wanting to be seen sooner than appointments were available. There
was no evidence of any important differences between Advanced Access and
control practices, and interestingly (given the higher proportion of
appointments available on the same day in Advanced Access practices) no
difference in respect of the specific questions about not having enough
appointments or people wanting to be seen sooner than appointments were
available.
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Table 91 Responses of doctors, nurses and reception/administrative
staff about sources of stress in general practice

DOCTORS
Advanced Control
Access N=95
N=108
Question Mean SD Mean  SD Diff in  95% CI*
means
%
Dealing with problem patients 3.26 0.94 3.29 0.97 -0.03 (-0.29 to
N=202 0.24)
Worrying about patient 2.91 1.02 2.99 1.22 -0.08 (-0.39 to
complaints 0.23)
N=202
Dividing time between work 3.16 1.13 3.23 1.07 -0.07 (-0.38 to
and family 0.24)
N=201
Unrealistically high 2.88 1.08 3.03 1.04 -0.15 (-0.45 to
expectations of you by other 0.14)
people
N=202
Disturbance of home/family life 2.89 1.07 2.82 1.11 0.07 (-0.23 to
by work 0.37)
N=203
Interruptions during surgery 2.98 1.07 2.75 1.05 0.23 (-0.06 to
N=203 0.53)
The working environment 2.37 1.00 2.33 0.95 0.04 (-0.23 to
(surgery set-up) 0.32)
N=203
Time pressures (too much 3.78 1.03 3.64 1.06 0.14 (-0.15 to
work to do in the time 0.42)
available)
N=203
Not enough appointments 2.94 1.06 2.95 1.11 -0.003 (-0.31to
N=202 0.30)
Length of surgeries 3.03 1.01 2.74 1.00 0.29 (0.01 to
N=203 0.57)
Not knowing how much you 2.85 1.10 2.59 1.00 0.26 (-0.03 to
will have to do in a day 0.55)
N=202
People wanting to be seen 2.71 1.08 2.69 1.09 0.02 (-0.28 to
sooner than appointments are 0.32)
available
N=202
How long people wait in the 2.72 0.95 2.82 0.96 -0.10 (-0.36 to
waiting room 0.16)
N=203
* taking into account clustering effects
© NCCSDO 2007 174



Evaluation of Advanced Access in general practice

NURSES
Advanced Control
Access N=69
N=85
Question Mean SD Mean SD  Diffin 95% CI*
means*
Dealing with problem patients 2.62 0.93 2.81 0.94 -0.19 (-0.49 to
n=154 0.11)
Worrying about patient complaints 2.19 0.93 2.49 0.98 -0.30 (-0.61 to
n=154 0.001)
Dividing time between work and 2.49 1.19 2.67 1.35 -0.17 (-0.58 to
family 0.23)
n=154
Unrealistically high expectations 2.54 1.09 248 1.11 0.06 (-0.29 to
of you by other people 0.41)
n=154
Disturbance of home/family life by 2.07 1.09 2.23 1.23 -0.16 (-0.53 to
work 0.21)
n=154
Interruptions during surgery 2.87 1.24 2.64 1.06 0.23 (-0.14 to
n=152 0.60)
The working environment 2.40 1.21 2.16 0.99 0.25 (-0.11 to
(surgery set-up) 0.60)
n=153
Time pressures (too much work to  3.48 1.10 3.38 1.06 0.10 (-0.25 to
do in the time available) 0.45)
n=153
Not enough appointments 3.15 1.17 3.13 1.16 0.02 (-0.35 to
n=153 0.40)
Length of surgeries 2.51 1.02 2.49 1.17 0.01 (-0.34 to
n=152 0.36)
Not knowing how much you will 2.34 1.06 2.29 1.09 0.05 (-0.29 to
have to do in a day 0.40)
n=154
People wanting to be seen sooner 2.96 1.10 2.90 1.14 0.07 (-0.29 to
than appointments are available 0.42)
n=154
How long people wait in the 2.65 1.02 2.97 1.07 -0.32 (-0.65 to
waiting room 0.02)
n=153
* taking into account clustering effects
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RECEPTION/ADMIN STAFF

Advanced Control

Access N=219

N=241
Question Mean  SD Mean  SD Diff in 95% CI*

means*
Dealing with problem patients 2.65 1.11 2.76 1.12 -0.11 (-0.32 to
N=454 0.10)
Worrying about patient 2.23 1.16 2.28 0.99 -0.04 (-0.24 to
complaints 0.16)
N=454
Dividing time between work 2.12 1.20 2.07 1.13 0.06 (-0.16 to
and family 0.27)
N=457
Unrealistically high 2.21 1.17 2.23 1.17 -0.02 (-0.23 to
expectations of you by other 0.20)
people
N=453
Disturbance of home/family life 1.78 1.03 1.76 0.97 0.01 (-0.17 to
by work 0.20)
N=457
Interruptions during surgery 2.08 1.16 2.02 1.03 0.06 (-0.15to
N=424 0.27)
The working environment 2.13 1.15 2.22 1.14 -0.09 (-0.30 to
(surgery set-up) 0.12)
N=450
Time pressures (too much 2.94 1.28 2.86 1.14 0.08 (-0.14 to
work to do in the time 0.31)
available)
N=454
Not enough appointments 2.94 1.27 2.98 1.31 -0.04 (-0.28 to
N=440 0.20)
Length of surgeries 2.02 1.05 2.17 1.09 -0.15 (-0.35 to
N=432 0.05)
Not knowing how much you 2.10 1.16 2.07 1.09 0.02 (-0.19 to
will have to do in a day 0.23)
N=452
People wanting to be seen 2.80 1.28 2.83 1.33 -0.03 (-0.28 to
sooner than appointments are 0.21)
available
N=441
How long people wait in the 2.34 1.08 2.38 1.08 -0.04 (-0.24 to
waiting room 0.16)
N=443
* taking into account clustering effects
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There was no evidence that overall stress, as calculated from the stress scale
comprised of the respondents mean scores on the above questions, was any
different in Advanced Access or control practices for any of the three groups
of staff. The effect of Advanced Access on overall stress did not differ
according to job type (interaction test: x°(2df) = 0.12, p = 0.94).

Table 92 Overall stress of different groups of staff, comparing
Advanced Access and control practices

Advanced Access Control

N=434 N=383
Question Mean SD Mean SD Unadj Adj Diffin  Adj95% ClI P **
Diff in means >
means *
Doctors 2.96 0.62 2.91 0.67 -0.01 -0.03 -0.28 to
N=203 0.21
Nurses 2.64 0.70 2.66 0.70 -0.04 -0.08 -0.32 to
N=154 0.16
Reception/ 2.33 0.74 2.35 0.70 -0.004 0.003 -0.18 to
admin 0.19
N=457

All staff types 2.55 0.75 2,55 0.73 -0.01 -0.03 -0.16 to  0.67

N=814

0.10

* taking into account clustering effects

** adjusted for practice, age-group, sex, full-time/part-time, practice list size.

11.4.3 Individual questions which make up the scales of
the Team Climate Inventory

The results with regard to the individual questions which make up the team
climate inventory are shown in Appendix 6 for each staff group. These
question items were combined in various scales,reported in Table 95.

The scores on the three scales from the TCI are shown below. The overall
pattern is that doctors and receptionists express more positive team climate
scores in Advanced Access practices compared with control practices, whereas
nurses report lower scores.

Participative safety

The effect of Advanced Access on participative safety appears to differ
according to job type (interaction test: x?(2df) = 8.06, p = 0.018). Doctors
and reception/administrative staff in Advanced Access practices have higher
mean scores than those in control practices, whereas nurses in Advanced
Access practices have lower mean scores.
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Support for innovation

The effect of Advanced Access on support for innovation showed less evidence
of differing according to job type (interaction test: x?(2df) = 4.76, p = 0.092).
Doctors and reception/administrative staff in Advanced Access practices have
similar mean scores with those in control practices, whereas nurses in
Advanced Access practices have lower mean scores.

Interaction Frequency

The effect of Advanced Access on interaction frequency appears to differ
according to job type (interaction test: x?(2df) = 7.44, p = 0.024). Doctors
and reception/administrative staff in Advanced Access practices have higher
mean scores than those in control practices respectively, whereas Nurses in
Advanced Access practices have lower mean scores.
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Table 93 Team Climate Inventory scales for different staff groups,
comparing Advanced Access and control practices

Advanced Access  Control
N=434 N=383
Question Mean SD Mean SD Unadj Diff Adj Diff  Adj 95% CI** P **
in means* in
means*
Doctors: (n=203)
Participative safety 3.96 0.50 3.89 0.50 0.08 0.08 -0.13 to
0.29
Support for 3.67 0.69 3.65 0.55 0.03 -0.01 -0.26to
innovation 0.23
Interaction 4.08 0.56 3.84 0.68 0.23 0.23 -0.01 to
frequency 0.47
Nurses: (n=153)
Participative safety 3.52 0.69 3.74 0.69 -0.22 -0.23 -0.52to
0.06
Support for 3.48 0.72 3.64 0.70 -0.13 -0.22 -0.56to
innovation 0.12
Interaction 3.59 0.83 3.73 0.75 -0.13 -0.15 -0.48to
frequency 0.18
Receptionists/admi
n staff: (n=458)
Participative safety 3.70 0.71 3.67 0.72 0.03 0.10 -0.11 to
0.31
Support for 3.62 0.67 3.59 0.68 0.03 0.07 -0.14 to
innovation 0.28
Interaction 3.74 0.72 3.64 0.78 0.09 0.14 -0.08 to
frequency 0.37
All (n=814)
Participative safety 3.73 0.68 3.74 0.67 -0.01 0.02 -0.14 to 0.77
0.19
Support for 3.60 0.68 3.61 0.65 -0.01 -0.01 -0.21to 0.91
innovation 0.18
Interaction 3.79 0.73 3.71 0.75 0.09 0.09 -0.10 to 0.33
frequency 0.29

* taking into account clustering effects

** adjusted for practice, age-group, sex, full-time/part-time, practice list size.

11.4.4 Job satisfaction

The following tables show the findings with regard to the job satisfaction of
the different groups of staff in Advanced Access and control practices.
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Comparing Advanced Access and control practices, there was no evidence of
difference in job satisfaction for any of the individual question items for any of
the three groups of staff.

The highest source of satisfaction for doctors was their colleagues and fellow
workers, and the item with the lowest satisfaction score was the hours of
work. For nurses, the greatest sources of satisfaction were the amount of
responsibility they were given and the amount of variety in their job, whilst
least satisfaction was expressed in relation to their rate of pay. Receptionists
expressed greatest satisfaction with the amount of variety in their work and
their colleagues and fellow workers and least satisfaction with their rate of

pay.

Table 94 Job satisfaction of each staff group, comparing Advanced
Access and control practices

Mean scores for each item on the seven point scale from ‘extremely satisfied’ to ‘extremely
dissatisfied’, with scores reversed so that high scores represent greater satisfaction.

DOCTORS

Advanced Control

Access N=95

N=108
Question Mean SD Mean SD Diff in 95% conf*

means®

Amount of responsibility you are 596 0.99 5.75 1.17 0.22 (-0.08 to
given? 0.51)
n=203
The amount of variety in your job? 5.86 0.78 5.57 1.03 0.29 (0.03 to
n=202 0.54)
Your colleagues and fellow workers? 6.01 0.97 5.78 1.07 0.23 (-0.05 to
n=203 0.51)
Physical working conditions? 5,50 1.33 5.56 1.24 -0.06 (-0.42 to
n=203 0.30)
Your opportunity to use your abilities? 5.72 0.93 548 1.17 0.24 (-0.05 to
n=203 0.53)
Freedom to choose your own method 5,65 1.06 5.45 1.08 0.20 (-0.10 to
of working? 0.49)
n=203
Recognition you get for good work? 546 1.21 5.22 1.14 0.24 (-0.08 to
n=203 0.57)
Your rate of pay? 5,51 1.23 5.41 1.20 0.10 (-0.24 to
n=203 0.44)
Your hours of work? 5.02 143 4.79 1.43 0.23 (-0.17 to
n=203 0.63)
Taking everything into consideration, 5.79 1.07 5.51 0.99 0.27 (-0.01 to
how do you feel about your job? 0.56)
n=201

* taking into account clustering effects
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NURSES

Advanced Control

Access N=69

N=85
Question Mean SD Mean SD Diff in 95% conf*

means*
Amount of responsibility you are 5.84 0.88 5.94 0.84 -0.11 (-0.38 to
given? 0.17)
n=153
The amount of variety in your job? 5,85 0.91 5.99 0.97 -0.14 (-0.44 to
n=153 0.16)
Your colleagues and fellow workers? 579 0.98 5.87 0.98 -0.08 (-0.39 to
n=153 0.23)
Physical working conditions? 5.21 1.52 5.68 1.23 -0.47 (-0.92 to
n=151 -0.02)
Your opportunity to use your abilities? 5.69 1.07 5.84 0.99 -0.14 (-0.48 to
n=153 0.19)
Freedom to choose your own method 5.64 1.24 5.74 1.05 -0.10 (-0.47 to
of working? 0.27)
n=153
Recognition you get for good work? 495 1.30 5.28 1.45 -0.33 (-0.77 to
n=153 0.11)
Your rate of pay? 448 1.55 4.50 1.65 -0.02 (-0.53 to
n=153 0.50)
Your hours of work? 5.76 1.07 5.59 1.17 0.18 (-0.18 to
n=153 0.53)
Taking everything into consideration, 5,80 0.99 5.91 0.94 -0.11 (-0.42 to
how do you feel about your job? 0.20)
n=153
* taking into account clustering effects
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ADMIN/RECEPTION

Advanced Control

Access N=219

N=241
Question Mean SD Mean SD Diff in 95% conf*

means*

Amount of responsibility you are 5.70 1.03 5.70 1.02 0.001 (-0.19 to
given? 0.19)
n=457
The amount of variety in your 5.85 1.05 5.82 0.97 0.04 (-0.15 to
job? 0.22)
n=458
Your colleagues and fellow 5.85 1.02 5.78 1.09 0.07 (-0.12 to
workers? 0.26)
n=459
Physical working conditions? 5.18 1.50 5.27 1.42 -0.10 (-0.37 to
n=459 0.17)
Your opportunity to use your 5.55 1.25 5.68 1.09 -0.14 (-0.35 to
abilities? 0.08)
n=458
Freedom to choose your own 554 1.30 5.60 1.13 -0.06 (-0.28 to
method of working? 0.17)
n=459
Recognition you get for good 5.18 1.37 5.22 1.38 -0.04 (-0.30 to
work? 0.21)
n=456
Your rate of pay? 4.52 1.53 4.63 1.55 -0.11 (-0.40 to
n=456 0.17)
Your hours of work? 5,66 1.10 5.60 1.23 0.05 (-0.16 to
n=458 0.27)
Taking everything into 5.83 1.05 575 1.16 0.08 (-0.12 to
consideration, how do you feel 0.28)
about your job?
n=459

* taking into account clustering effects

11.4.5 Overall satisfaction with job

The final question on the series of items about job satisfaction asked: ‘taking
all things into consideration how do you feel about your job?’. The table
below shows the responses of staff (all types combined), and shows high
levels of job satisfaction, with more than two-thirds of respondents stating
that they were extremely or very satisfied.
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There is no evidence of difference between Advanced Access and control
practices (ordinal regression: unadjusted odds ratio 1.18; adjusted OR 1.1718
(0.89 to 1.54); p=0.25).

Table 95 Overall satisfaction with job, all staff types combined

Advanced Access Control
N=434 N=383
Question n % n %

Taking everything into consideration, how do you feel about your
job? (n=813; 4 missing responses)

Extremely satisfied 96 22.2 78 20.5
Very satisfied 220 50.9 186 48.8
Mildly satisfied 85 19.7 79 20.7
Neither satisfied or 12 2.8 16 4.2
dissatisfied

Mildly dissatisfied 10 2.3 16 4.2
Very dissatisfied 7 1.6 4 1.0
Extremely dissatisfied 2 0.5 2 0.5

The table below shows the results of ordinal regression, adjusted for age-
group, sex, full-time/part-time work, practice list size and clustering by
practice, comparing Advanced Access and control practices. It suggests that
doctors in Advanced Access practices had slightly greater job satisfaction,
with no evidence of difference for nurses or reception/administrative staff.

Table 96 Odds ratios for overall satisfaction with job, for each group
of staff

Odds ratios comparing Advanced Access and
control practices

Question Unadj Adj OR  Adj OR P

OR* ** 959, CI** adjusted**
Taking everything into consideration, how do you feel about your job?
Doctors N=201 2.13 2.01 1.09 to 3.68
Nurses N=153 0.72 0.83 0.41to1.70
Reception/admin 1.08 1.09 0.76 to 1.56
N=459
All N=813 1.18 1.17 0.89to 1.54 0.25

* taking into account clustering effects  ** adjusted for practice, age-group, sex,
full-time/part-time, practice list size.

18 adjusted for practice, age-group, sex, full-time/part-time, practice list size and taking account of

clustering.
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A test of interaction showed that there was a significant difference in the
effect of Advanced Access on overall job satisfaction according to job type
(Adjusted Wald test F (2,708)=3.55 p=0.029).

Detailed results about the responses for each group of staff separately are
shown in Appendix 7.

11.4.6 Overall satisfaction with the appointments system

The last question on the questionnaire asked staff: ‘Overall, how satisfied are
you with the way the appointments system works in your practice’? This
question is likely to be a more sensitive indicator of the impact on staff of
operating an Advanced Access appointments system than the more generic
satisfaction question reported above in section 11.4.5.

The table below shows the responses of staff (all types combined), and shows
a range of views. Fewer than half the staff in both types of practice believes
that their appointment system works well, with 45% of respondents stating
that they were extremely or very satisfied with it. There was no evidence of
difference between Advanced Access and control practices (ordinal regression:
unadjusted odds ratio 0.98; adjusted OR 1.0319 (0.79 to 1.34); p=0.84).

Table 97 Staff satisfaction with appointments system, comparing
Advanced Access and control practices

Advanced Access Control
N=434 N=383
Question n % n %

Overall, how satisfied are you with the way the appointments system
works in your practice? (n=802)

Extremely 32 7.5 24 6.4
satisfied

Very satisfied 161 37.8 147 39.1
Mildly satisfied 133 31.2 128 34.0
Neither satisfied 47 11.0 29 7.7
or dissatisfied

Mildly dissatisfied 38 8.9 29 7.7
Very dissatisfied 12 2.8 14 3.7
Extremely 3 0.7 5 1.3
dissatisfied

The table below shows the results of ordinal regression, adjusted for age-
group, sex, full-time/part-time work, practice list size and clustering by
practice, comparing Advanced Access and control practices. It provides no

19 adjusted for practice, age-group, sex, full-time/parttime, practice list size and taking account of
clustering.
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evidence of difference between Advanced Access and control practices with
regard to the satisfaction with the appointment system of any of the groups of
staff.

There was no evidence that the effect of Advanced Access on satisfaction with
the appointments system differed according to job type (Adjusted Wald test
F(2,697)=0.12 p=0.88 ).

Detailed results about the responses for each group of staff separately are

shown in Appendix 7.

Table 98 Odds ratios for overall satisfaction with appointment system
for each group of staff, comparing Advanced Access and control

practices
0Odds ratios comparing Advanced Access and
control practices

Question Unadj Adj OR Adj OR P adjusted**

OR™ * 95% CI**

Overall, how satisfied are you with the way the appointments system
works in your practice?

Doctors 0.84 0.93 0.53to 1.65

N=203

Nurses 0.86 1.04 0.53 to 2.03

N=152

Reception/admin 1.08 0.98 0.68 to 1.40

N=447

All 0.98 1.03 0.79to 1.34 0.84
N=802

* taking into account clustering effects

** adjusted for practice, age-group, sex, full-time/part-time, practice list size.

© NCCSDO 2007 185



Evaluation of Advanced Access in general practice

Section 12 Qualitative case studies

This section reports the qualitative component of the evaluation. This was
based on eight case study sites, and designed to facilitate an in-depth
understanding of the way in which GP practices manage access on a day-to-
day basis and how patients achieve access to primary health care. We
employed an ethnographic approach comprising three interlinked methods.

e systematic observation of practice reception and waiting areas to provide
real time descriptions of how access was achieved.

e informal and semi-structured interviews with practice staff exploring their
accounts of the formation and management of the access system.

e semi-structured interviews with practice patients to understand the
patients’ experience of gaining access.

Taken together, these methods allowed for probing and exploration of events
and issues which occurred during the data collection period, for example an
action taken by a receptionist or a particular request by a patient could be
discussed in more detail in the interview setting.

The ethnographic method has been shown to be an effective way of
understanding organisations and identifying the ways in which formal policy is
influenced by the informal systems created by individuals and groups(Savage
2000) and previous studies have demonstrated the contribution of this
approach (Pollitt et a/, 1990;Strong & Robinson 1990).

This section of the report seeks to answer the research questions set out
below and for this reason is largely descriptive, providing detail about how the
case study sites managed access.

12.1 Research questions

The qualitative study focused on four central questions embedded in the
research protocol objectives:

e How do practices and patients manage the problem of access, in terms of
the strategies employed to improve access, how practices formally and
informally organise the access system, and how patients achieve access?

e What is the impact of the access system adopted on continuity of care?

e What is the impact of the access system adopted on the nature of the
work of receptionists and GPs?

e What are the perceptions of different patient groups about accessibility
and satisfaction?

e What are the perceptions and experience of staff in relation to different
systems for patient access?

Unlike previous qualitative research, the qualitative case studies provide
information from direct observation of access systems in action, as well as
obtaining accounts from patients and staff about their experiences and views.
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12.2 The case studies

This section of the report deals with data relating to eight practices, taken
from the larger cohort of 48 practices.

12.2.1 Sampling

The eight case study practices were purposively selected to provide more
detailed information across the range of different types of practice included in
the larger study. The eight practices comprised four using Advanced Access
and four “control” practices. This designation of Advanced Access/control
status has been described in section 4.4. The practices were selected to
ensure that we included those which worked in urban and rural and inner-city
settings, in affluent and deprived areas, and at least one area with a high
ethnic minority population. For practical reasons most (but not all) of the
practices were in South West England. The key features of the case study
practices are presented in Figures 6 to 15.

In describing the practices in some detail in this section of the report it will
become clear that these designations cover a range of approaches to
managing access. The four Advanced Access case studies exemplify different
ways of operationalising the formal model of Advanced Access as described by
the NPDT, and they can be seen as diverging from that formal model in some
important respects. In addition some of the control practices have adopted
some of the characteristics associated with the formal model of Advanced
Access. The case studies presented here do not attempt to assess the single
model of Advanced Access provided by the NPDT, rather they attempt to do
justice to the range of ways practices grapple with and manage the problem
of access.

Sampling the observation periods

In order to understand the temporal shifts in demand throughout a day and
across a week we spent a minimum of five days in each practice so that each
day of the week was represented. This was usually achieved over a two-week
period.

Sampling staff

To capture both the organisation and implementation of access systems at the
practice level it was important to capture data from a range of staff within the
study sites. We conducted interviews with either the senior partner at the
practice or a GP who had taken the lead in developing the present access
system for insight into the range of issues that shaped access policies and
how the access system has subsequently shaped clinical issues such as
continuity of care. To provide a detailed account of the frontline delivery and
management of the access system we interviewed between two and four
receptionists at each site. We also interviewed the practice manager for a
detailed account of the development and management of the access system.
If appropriate we also interviewed further members of staff, often including
reception managers and reception coordinators who played a key role in the
day-to-day management of the access system.
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Interviewees were approached by the interviewer and given information about
the study and asked if they would participate in an interview.

Sampling patients

The project aimed to capture a range of patient experiences but we were
particularly interested in talking to people who may have had particular
difficulties with access, whose full experience may not have been captured by
the patient satisfaction survey. Such patients included carers with young
children or elderly dependents, the elderly, commuters, manual workers who
cannot take time off during office hours, and those without telephones.
Details of recruitment in relation to the above patient categories are set out in
the table below. We were unable to recruit patients without telephones for
interview but we were able to observe interactions between staff and patients
without phones at practices and some of the patients we did speak to had
trouble accessing phones during the day when they were at work.

Table 99 Categories of patients recruited for interview (N = 50).

Male | Female | Disabled & | Elderly | Commuters | Carers | Part- Full- Self
Chronically & Manual Time Time Employed
ill Workers Workers | Workers

22 28 8 8 9 7 11 17 1

Note: These categories are not mutually exclusive. Commuters and manual workers
have been grouped together because they appeared to face similar problems in getting
time off work and accessing primary care

Patients were recruited in two ways. Firstly, by an approach from the practice
who contacted those who had a booked an appointment during the time the
researcher was scheduled to be at the practice and invited them to take part.
Secondly, the researchers invited patients in the waiting room or presenting
to the reception desk. This enabled us to capture the experiences of patients
who were able to pre-book and also those who had made same day or urgent
appointments.

12.2.2 Data collection

Observation

Data collection took place throughout the practice and was based around
observation of staff actions and interaction with other staff and patients, along
with informal conversations with both staff and patients. The main points of
data collection were the reception area where staff took phone requests for
appointments, the reception desk and the waiting room.

Data were collected on all aspects of the access process which included:

e patients phoning for an appointment with a GP or nurse,

e patients presenting at the reception desk requesting an appointment with
a GP or nurse,

© NCCSDO 2007 188




Evaluation of Advanced Access in general practice

e receptionists and staff members discussing decisions about access either
directly to the researcher or among themselves,

e receptionists discussing and negotiating access with clinical staff,

e patients discussing access with other patients or with the researcher in the
waiting area. Whilst we were usually only able to collect data from one
half of a telephone conversation, this still provided valuable data as a
number of factors were usually clear such as whether a patient requested
a particular GP or nurse, whether they required urgent treatment or
advice and whether they needed to be seen at certain times of the day.
Receptionists would also *fill in” details about phone interactions when they
had the opportunity.

Throughout the study a notice was placed prominently at the reception desk
informing patients about the research and detailed information sheets were
also placed on the reception desk. Patients were given the option to withdraw
from the research if they wished and the researchers took care to withdraw
from personal or sensitive interactions between staff and patients.

Observational data were recorded by hand using pen and notebook and
subsequently transcribed.

Staff interviews

Staff interviews took place in the practice, usually in a consulting room or
break room but with no other members of staff present. Staff were given
information sheets, which included assurances about confidentiality and

anonymity, along with a detailed explanation by the researcher and were
invited to ask questions about the project before consenting to interview.

Patient interviews

Patient interviews took place either at the practice, usually in a spare
consulting room or office, or at the patient’s home. Some patients did not
have the time when they attended the practice for their appointment so a
mutually convenient time was arranged to visit them at home. Patients were
given a project information sheet, a letter from the practice, and a detailed
explanation about the project from the researcher and were invited to ask
questions about the project before consenting to interview.

12.2.3 Analysis

All Interviews were recorded using a digital sound recorder and were
subsequently transcribed on to computer and anonymised.

The analysis broadly followed the principles of the comparative method
outlined in the early work by Glaser and Strauss(Glaser & Strauss 1967) and
developed by Strauss and Corbin.(Strauss & Corbin 1988) The data were
subjected to multiple readings by two researchers to facilitate familiarity with
the data and the identification of broad analytical themes, oriented around the
research questions. Data were then organised into codes and categories and
subsequently re-analysed using the iterative, cyclical process central to
qualitative research (Pope & Mays 1999).
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The coding framework was continually crosschecked and discussed by the
members of the research team as the researchers met frequently throughout
this process to discuss the code development. The coding continued until we
had incorporated the full body of data and accounted for negative cases. A
qualitative software analysis tool, ATLAS.ti, was used as an aid to data
management and analysis. The emergent themes from this process were
linked back to ideas developed in the research literature and the research
questions for this study. Again these were discussed by the two researchers,
and subsequently with other members of the research team.

The researchers then compiled eight narrative summaries (one for
each site) consisting of 20-30 pages of descriptive account and
excerpts from the data. These summaries, in essence, told the story of
managing access at each of the case sites. These narratives were
discussed and compared and the researchers developed a matrix
display to distil the key themes emerging from the analysis and to
facilitate cross case comparison. Here we borrowed from the
framework approach to qualitative data analysis (Ritchie & Spencer
1994) and deliberately structured (or framed) the matrix display
around the key research questions from the research proposal (e.g.
how do patients achieve access?). The researchers continued to go
back to the narrative summaries and the raw data to develop the
analysis and this work will continue as we develop academic
publications from this work. The matrices developed formed the basis
of the descriptive account presented here.

Presentation of data

The data is presented in an anonymised form. The practice IDs used
elsewhere in the project to identify practices are not used in the presentation
of observation or interview data to preserve full anonymity. The observation
and interview data are indexed in the following way

e Staff: [staff, interview no., transcript page No.]
e Patients: [patients, interview no., transcript page No.]

e Observation: [Obs, Researchers initials, Fieldnote document No., Page No.
in fieldnotes]

All transcript data used through the report are preceded by the job type of a
member of staff or simply patient for patient data (observation data is
identified by the term observation and by the [Obs, ...] reference at the end
of data extracts).

12.2.4 Definitions

We use the term “Advanced Access practice” in this section to refer to the
four case studies which reported that they were using the Advanced Access
appointment system. It is important to emphasise that practices which
describe themselves as operating Advanced Access may not necessarily
operate a system which fully incorporates the principles of Advanced Access
as advocated by the NPDT. As was explained in section 4.4, the 24 *Advanced
Access’ practices in this study were selected on the basis that they described
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themselves as operating Advanced Access, and the respondents on the
practice questionnaire indicated that they used the 4 principles of measuring
demand, matching capacity to demand, shaping demand by offering
alternatives to face to face consultations, and having contingency plans. From
within the 24 Advanced Access practices we purposely selected 4 Advanced
Access case study practices, as described in section 4.4.

This section therefore describes how practices which believe they are
operating an Advanced Access system interpret and operationalise that
system. There was considerable variation between the Advanced Access
practices in how they understood the term, and (as will become clear) a
strong interplay between the notion of Advanced Access and same-day
booking of appointments.

For this reason we further distinguish between ‘strict same day’ appointment
systems (where most appointments are available as book on the day only and
cannot be booked in advance) and systems where there is greater use of pre-
booked appointments which can be made in advance. We have resisted
referring to these as ‘advance’ appointments to avoid further confusion with
the nomenclature of Advanced Access. Instead we distinguish between pre-
booked appointments that are ‘soon’ (between 1-2 days after initial contact)
and ‘later’ where the length of time between contact and appointment can be
days or weeks. ‘Embargoed’ appointments are those appointments included in
the diary or rota which are restricted or ‘greyed out’ so that staff cannot
routinely offer them. Such appointments may be restricted to particular types
of patient (e.g. workers) or assigned by particular staff (e.g. GPs or more
senior receptionists), or only made generally available after a certain point in
time.

12.2.5 Description of each site

Key features of Advanced Access and control practices

The key features of the four Advanced Access and four control practices are
summarised overleaf in Figure 6 and 7. These tables enable a quick overview
of the similarities and differences between the practices in terms of their
motivation to introduce Advanced Access (or not), their definition of what
Advanced Access means, the key features of their appointment systems, how
they seek to manage their appointment system, and (for Advanced Access
practices) the outcomes the practice perceive from the changes to Advanced
Access.

Summary descriptions of each site

The above tables are further expanded by a series of short summaries which
provide a brief description of each case study site and the research that was
conducted at each site. These summaries are shown in Figures 8 to 15.
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Figure 6 Case Study Practices — Advanced Access

Advanced Access Practice 34
(Advanced Access date

Advanced Access Practice 26
(Advanced Access date

Advanced Access Practice 14
(Advanced Access date

Advanced Access Practice 22
(Advanced Access date

01/03/2003) 01/01/2003) 01/03/2004) 01/01/2002)
Practice Long waiting times for Previous system had long Large backlog. Tried ‘open Previous system seen as
Motivation particular Drs leading to waiting times access’ led to ‘chaotic’ ‘archaic, out of control’
To Els_x_ccl';clﬂgga:fcfal burden for senior | High DNA rate rece.ptlon . High DNA rate
Advanced ' : Championed by senior staff Senior staff impressed by High levels of conflict/stress at
Access High DNA rates (not all doctors in favour) Advanced Access model front desk

model system to ‘wean’ patients off Advanced Access model

popular Drs. Resources to eradicate backlog

Practice Advanced Access seen as same | System distinguished from Advanced Access seen as same | Advanced Access seen as same
Definition day system ‘pure’ Advanced Access which day system day system
of would allow more pre-booking | aAdvanced Access conflated with
Advanced DESA targets
Access
Key Predominantly same day 40% of appointments available | 70% same day 70% same day
Features appointment system. same day appointments/30% book in appointments/30% book in
Of Practice | 2-3 appointments per surgery | 40% appointments available advance appointments advance appointments

Appointmen
t

System

booked ahead for ‘workers’
2 phone / urgent appointments
at end of each surgery

Patients regularly asked to call
back next day (embargoed
appointments released)

between 1-2 days ahead

20% appointments available up
to 1 week ahead

Web used for repeat
prescriptions

Some patients asked to call
back next day (embargoed
appointments released)

Some flexibility around
releasing embargoed
appointments ‘early’

Dr led triage on Monday
mornings

Phone consultations available

Minimal flexibility in releasing
embargoed appointments

Phone consultations available
but not always offered

Patients regularly asked to call
back next day (embargoed
appointments released)
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Managing Early demand and capacity Formal demand assessment Initially worked with Advanced | Following the measurement of
Appoint'nt matching exercise shaped around introduction of Access facilitator and supply and demand around
System pattern of surgeries Advanced Access collaborative but once Advanced Access introduction
Some changes in early period, | Appointments structured Advanced Access introduced practice monitors system
e.g. introduction of workers around fluctuations in demand, | Worked independently informally
slots staff holidays and temporal Regularly introduce changes Monitoring system through
Informal contingency plans fluctuations. but do not use the formal PDSA | daily dialogue with staff
Regular informal demand method Informal contingency, e.g.
measurement and adjustment Established contingency plans some embargoed appointments
without formal use of PDSAs taken during periods of heavy
demand
Key Reduction in backlog lifted System viewed positively by Eradication of backlog Near eradication of DNAs
outcomes psychological burden on Drs. most staff and patients Receptionists able to offer ‘Calmer’ workplace
perceived Better distribution of patients Increased ability to offer appointments through the Gradual increase in demand

among practice Drs

appointments and satisfy
demand

week
Increase in demand

following early period of
Advanced Access
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Figure 7 Case Study Practices — Non Advanced Access

Non Advanced Access

Practice 39

Non Advanced Access

Practice 52

Non Advanced Access

Practice 44

Non Advanced Access

Practice 41

System
background.

* Previously ‘named’ doctor
system - patients
predominantly saw their
doctor exclusively

= Change in partners and
introduction of part-time
partners forced change

» Practice struggles with
unequal distribution of
patients among doctors

» Practice has struggled with
long waiting times for
several years

» Introduced same day
appointments to give
patients choice of speed
over continuity

= Same day appointments also
introduced in anticipation of
changes to out of hours
service

= System has evolved with the
move into a new building,
more consulting rooms and
larger waiting area have
facilitated use of open
surgery

» Practice has struggled with
high demand for same day
appointments. Tried
various systems and settled
on 50/50 split between
urgent and routine
appointments

High DNA rate for dr and
nurse appointments

Decision not
to adopt
Advanced
Access

* Not persuaded by
Advanced Access, seen as
same day system
inappropriate for patient
population

* Practice manager interested
in Advanced Access but
doctors rejected system.
Advanced Access seen as
same day system

= Not persuaded by Advanced
Access. Seen as same day
system inconvenient for
patients

GP conflated Advanced
Access with Direct
Enhanced Service on Access
Receptionists believed they
are doing Advanced Access

Key Features
Of Practice
Appointment
System

= Mainly routine
appointments.

* Booked up to 6 weeks
ahead with doctor of
choice

= Typical wait for routine

= 2 systems. (i) pre bookable
routine appointments, 10
mins. long. (ii) same day
urgent slots, 7.5 mins. long
with no choice of doctor.
50/50 split between two

types

= Routine appointments
available several weeks
ahead with doctor of choice

= Open surgery every morning
with nurse practitioners and
support from on call doctor

2 systems: (i) routine
appointments booked ahead
with doctor of choice. 10
min. slots (ii) urgent same
day appointments released
at 9:00 and 3:15 daily with
limited choice of time and
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appointment over 5 days

Emergency appointment
pool system - patients
told to attend at 11:00
AM, no choice of dr

Typical wait for routine
appointment between 1-3
weeks

Small no. of routine
appointments released
throughout week

Afternoon phone triage by
GP.

Phone consultations
available

Workers appointments
available late afternoon

doctor. 5 min. slots

Managing
Appointment
System

Demand not measured
regularly.

Stable system

Contingency plans for staff
shortages

Informal monitoring of
demand

Regular changes made to
system

Contingency plans for staff
shortages

Regular monitoring of
demand

Regular staff consultations
Stable system

Contingency plans for staff
shortages

Demand not measured
regularly

No documented contingency
plans

Stable system

Looking at ways to reduce
DNAs
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Figure 7 Summary description of case study site 22

Site Details Research Details
Advanced Access: Yes Project ID: 22
Location: Urban Hours At Practice: 56
Patient list size: 9000 Staff interviewed: 4
Deprivation Payment: Yes Patients interviewed 6
Region: South West

Site description: The practice is based in a modern building that has been
extended in recent years. It is in an economically deprived location near large
housing estates (predominantly local authority and social housing) on the
outskirts of a large city with a small number of shops nearby. Patients use a
computerised self check in system in the waiting room. The practice has a
small car park which fills up quickly during surgery times but there is roadside
parking available nearby.

Practice is spacious with a large meeting room and a staff breakroom upstairs
which is used by clinical and admin/reception staff. There is an easygoing
relationship between doctors and reception/admin staff, the staff address
doctors by their first names and are comfortable asking doctors to sign scripts
and letters when they are in the reception area. Reception staff all wear
uniforms as do the nurses, the doctors wear ‘smart casual’ clothing. There is
normally one receptionist at the front desk who tends not to answer the
phone and two receptionists answering phones in the rear reception area not
easily visible or audible to patients in the waiting area. A typical morning
surgery has 4-6 doctors available and afternoon has 2-3 doctors depending on
the day of the week. There are also practice nurses and health care assistants
running clinics and treatment rooms through the day. Patients are called
directly by doctors over an intercom for their appointment.

Appointment system: Practice has been operating Advanced Access for 3
years, they define and operate Advanced Access as a same day system. 70%
of available appointments can only be booked on the same day and 30% can
be booked up to two weeks in advance at the beginning of each doctor’s
surgery. Each doctor has 4 telephone appointments at the end of the
morning surgeries and the on call doctor has telephone appointments
available during the afternoon. The same day appointments are available
from 8:30 in the morning when the phones go ‘live’. On most days these
appointment slots are all taken between 9:30 - 10:00 and the reception
phones are intensely busy during this period. Advance booking slots are also
released daily but in much smaller numbers.
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Figure 8 Summary description of case study site 14

Site Details Research Details
Advanced Access: Yes Project ID: 14
Location: Rural Hours At Practice: 48

Patient list size: 7500 Staff interviewed: 4
Deprivation Payment: No Patients interviewed 5
Region: South West

Site description: Based in a very old building on the high street of a historic
market town. It is the sole practice in the town and also serves villages in the
surrounding area. It is situated in an economically wealthy area and has a
number of private patients. There is an independent pharmacy in the practice
along with a dispensary. GP surgery rooms are furnished with
traditional/antique furniture rather than modern functional. There is a small
car park at the rear of the building and car parking can be difficult because of
the high street location. Patients use a computerised self check in system in
the waiting room. The practice serves a mainly white middle class population.

All treatment and surgery rooms are downstairs and the reception office,
admin office and meeting rooms upstairs. The reception desk is staffed by one
receptionist who takes phone calls when possible. The remaining reception
and admin staff are upstairs where most phone calls are taken. During the
busy early morning period most of the reception and admin staff answer the
phones (this can be between 3-6 people). The receptionist on the front desk
has to phone upstairs for assistance if struggling to cope with the number of
people at the front desk, unlike most practices there is no direct visual or
audible link between the waiting area/reception desk and the main admin
area. Reception staff do not wear uniforms. A buzzer alerts patients to an LED
screen in the waiting room when the doctor is ready to see them. Morning
surgeries have 4-6 doctors available and afternoon surgeries 2-4. There are
1-2 practice nurses operating through the day.

Appointment system: Practice has been operating Advanced Access for just
over 2 years. Advanced Access is defined in different ways by members of
staff but all consider same day appointments as being central to the system.
The practice conflate the Direct Enhanced Service on Access with Advanced
Access, Advanced Access is seen as the method of meeting the targets set out
within DESA. The practice has approximately 70% of appointments only
available as same day appointments and 30% as routine appointments which
can be booked ahead. There is some flexibility around the use of same day
appointments, in certain circumstances receptionists and doctors will use
them as pre-bookable appointments. The practice operates a doctor led
triage session on Monday mornings and also runs a phone surgery one
afternoon per week.
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Figure 9 Summary description of case study site 34

Site Details Research Details
Advanced Access: Yes Project ID: 34
Location: Urban Hours At Practice: 40

Patient list size: 6500 Staff interviewed: 5
Deprivation Payment: Yes Patients interviewed 5
Region: South East

Site description: The practice is located in the centre of a medium sized
seaside town and is based in a health and community centre, the building
complex also extends into the local library. The practice shares the building
with 2 other GP practices and local health clinics. The health centre has
parking outside and underneath the building. The practice serves a mainly
white, mixed class population. The practice normally has a branch surgery in
another part of the town but this was closed for redevelopment during the
period of research, this increased the pressure for space within the practice.
The location of the practice within the health centre limited their ability to
manage and renew the phone system used.

The waiting room was quite small and filled quickly during surgery hours.
There were usually three receptionists on duty. Receptionists would attend to
the desk when a patient approached, rather than permanently staffing it.
Receptionists could see patients approach the desk through a clear screen
that divided the reception/admin office from the front desk, the screen
prevented phone conversations being audible in the waiting area. There was
no dedicated break room and tea and coffee were taken by receptionists at
their desks with doctors often using this area to take a break from their
surgeries. This close contact contributed to a relaxed relationship between
clinical and reception staff with doctors being addressed by their first names.
Reception staff do not wear uniforms. Doctors call patients to their
appointments directly via an intercom. There were normally 3-4 doctors
available for morning surgery, with 2-3 during the afternoon. There were also
practice nurses available through the day.

Appointment system: Operates predominantly same day appointment system.
Patients can phone from 8:00 AM for an appointment in the morning or
afternoon. There is intense pressure on the phones during this period and all
appointments for the day are often taken by 10:00 AM on busy days like
Monday and Tuesday. The practice reserves a small number of appointments
(approx 3 per surgery) for working people and those with mobility problems.
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Figure 10 Summary description of case study site 26

Site Details Research Details
Advanced Access: Yes Project ID: 26
Location: Rural Hours At Practice: 73.5"
Patient list size: 12000 Staff interviewed: 8
Deprivation Payment: Yes Patients interviewed 8
Region: South

Site description: Practice is located in a modern purpose built two storey
medical centre with an adjoining pharmacy. Based on a main road off the
High Street in a small town. A long established practice, has grown
considerably over the years and moved to larger premises. The practice
serves a primarily white community with a significant proportion of affluent
retired people. Patients use a computerised self check in system in the
waiting room. The practice is well equipped and uses a ‘cascade’ phone
system designed to minimise the length of time patients are ‘on hold".

The main entrance leads on to a large L shaped waiting room, the practice as
a whole has a light airy feel. The reception desk leads on to the reception and
records office, the staff refer to the waiting room as the back room -
indicating that their ‘main’ work takes place in the reception office where most
of the phone calls are taken. Reception and admin staff wear a uniform and
there is a hierarchy among staff based on years of experience and grade but
there is a friendly team dynamic.

Appointment system: The practice reserves 40% of appointments for same
day booking, a further 40% of appointments can be booked between 1-2 days
ahead and the remaining 20% of appointments can be booked up to one week
ahead. The phones are very busy during the early morning period. Each
doctor has 6 telephone appointments available per day and the system also
has capacity for an emergency surgery every day staffed by the duty doctor.
Repeat prescriptions can be requested by patients via the internet.

* two researchers at this site for part of the time, 47.5 plus 26 hours.

© NCCSDO 2007 199



Evaluation of Advanced Access in general practice

Figure 11 Summary description of case study site 39

Site Details Research Details
Advanced Access: No Project ID: 39
Location: Rural Hours At Practice: 48
Patient list size: 4000 Staff interviewed: 4
Deprivation Payment: Yes Patients interviewed 6
Region: South West

Site description: Practice is located in the centre of a medium sized town. It is
based in a large health centre which also houses another GP practice and a
number of health clinics. There is a large car park at the rear of the building.
The practice serves a mainly white, mixed class population. The practice is
accessed via a set of double doors within the health centre which are opened
at 8:30, the phones go live at 8:00.

The waiting area is spacious for the size of the practice and even when busy
does not look overfull. There are normally two reception staff on at one time,
usually one sits at the reception desk and books people in as well as taking
phone calls. The second receptionist takes phone calls in the reception/admin
office. The receptionist on the front desk will transfer a call to the back room
if the call is considered to be particularly sensitive. Receptionists do not wear
uniforms and there is a friendly working environment at the practice.
Receptionists call patients for their appointments when they are ‘buzzed’ by
the doctors. There are normally 3-4 doctors during morning surgery and 1-2
in the afternoon. There are practice nurses available through the day and also
a health care assistant at various times.

Appointment system: Practice predominantly employs routine 10 minute
appointments which can be booked up to 6 weeks in advance. There are a
small number of same day appointments on morning surgeries for urgent
appointments. The practice also runs an extra surgery when demand is high,
patients are asked to come to the practice at 11:00 AM and doctors will divide
the ‘pool’ of extras among themselves at the end of morning surgeries. The
practice struggles to shift demand away from the senior and more popular
doctors and was in the process of writing to some patients encouraging them
to see other doctors.
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Figure 12 Summary description of case study site 52

Site Details Research Details
Advanced Access: No Project ID: 52
Location: Urban Hours At Practice: 40

Patient list size: 6000 Staff interviewed: 5
Deprivation Payment: Yes Patients interviewed 6
Region: South West

Site description: Large old building located in the outer suburbs of a medium
sized city. The practice is surrounded by privately owned housing with very
few shops in the immediate area. Most of the treatment and surgery rooms
are downstairs with a small number of treatment rooms upstairs used by the
practice nurses. The practice has a large waiting room and the reception desk
is behind a large hatch in the wall with slatted perspex screens fitted inside
the hatch. When a patient approaches reception the receptionist manually
opens the slats and talks to the patient, the slats are then closed when the
patient leaves the reception desk.

There are normally two receptionists on at one time who are both based on
the front desk, they book patients in and answer telephone calls from the
front desk. The slatted screens give some privacy for telephone callers from
patients waiting at the desk and sitting in the waiting room. The two
receptionists are supported by the reception manager who also takes phone
calls and books patients in during busy periods. Reception staff do not wear
uniforms. There is a friendly and cooperative working environment at the
practice. Patients are called in to the doctor by the receptionist who is
‘buzzed’ by the doctor. During morning surgeries there are between 3-4
doctors on, with usually 2 available during the afternoon.

Appointment system: The practice uses a mixture of pre-bookable routine
appointments and emergency same day appointments. The routine
appointments can be booked up to four weeks ahead with a doctor of choice
and are 10 minute slots. Same day appointments are classified as emergency
appointments which are 7.5 minutes long, they are given out sequentially and
the patient is offered no choice of doctor. There are phone appointments
available each day. There are also a small humber of routine appointments
released approximately every 2 days.
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Figure 13 Summary description of case study site 44

Site Details Research Details
Advanced Access: No Project ID: 44
Location: Urban Hours At Practice: 40

Patient list size: 6500 Staff interviewed: 5
Deprivation Payment: Yes Patients interviewed 5

Region: South West

Site description: The practice is located in a large modern building that also
accommodates another smaller practice, a pharmacy and a dental clinic.
There is an NHS Walk-in Centre next door. The practice is situated in an
economically deprived area of a large city surrounded by large housing
estates with few local shops nearby. The practice serves a mainly white,
working class, population. The site has ample car parking which is patrolled
by security guards throughout the day.

The waiting area is large, it is also very high, the main building is on two
levels but the second level does not extend over the waiting area. All the
furniture in the waiting area and the consulting/treatment rooms feels very
new. The main reception desk has a sign about 2 metres away from it asking
people to wait until the receptionist is ready to see them. In the mornings
there is normally one receptionist at the desk booking patients in and two
receptionists take phone calls in the adjoining reception office supported by a
reception manager. Later in the day the receptionists tend to go to the front
desk only when they become aware of patients arriving. Doctors call patients
into surgery directly over an intercom. An electronic notice board gives
patients the estimated wait for open surgery and other information such as
the number of DNAs the previous month. Receptionists did not wear uniforms
and addressed the clinical staff by their first names.

There are typically between 4-6 GPs available during morning surgery and 3-4
in the afternoon. Nurse practitioners run morning open surgery and practice
nurses run a treatment room shared with the adjoining practice.

Appointment system: The practice uses a number of different appointment
strategies. Routine appointments with a doctor of choice can be booked
several weeks ahead. The practice also runs an open surgery every morning
where patients book in and wait to be seen in turn. Open surgery is staffed
by nurse practitioners with support from the ‘on call” GP. The practice offers
phone consultations with GPs and there are a small number of slots reserved
for workers at the end of the day. There are also a small number of routine
appointments released every day after 11:00 AM.
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Figure 14 Summary description of case study site 41

Site Details Research Details
Advanced Access: No Project ID: 41
Location: Urban Hours At Practice: 40

Patient list size: 4000 Staff interviewed: 4
Deprivation Payment: Yes Patients interviewed 9
Region: North

Site description: A small practice in a modern building that has recently been
refurbished. Situated in a large northern city near the city centre surrounded
by Victorian terrace housing. There are a large number of shops,
café/restaurants nearby, many of them owned and run by members of the
local Asian community. The practice has a high proportion of Asian patients
(approximately 80%). The practice is on one level, the waiting room has a
large TV which normally has daytime programmes on except when the
doctors are running late, at this point it displays a graphic explaining that
waiting times are longer than normal, the message is displayed in Urdu and
English. The practice has a small car park but many patients accessed the
practice by foot.

Many of the local population do not speak English which was not a problem for
the doctors at the practice who were all fluent in Urdu. The practice employed
two specialist reception staff who are also interpreters. There was normally
one of the interpreters on reception at any one time along with the reception
manager who also took phone calls and booked patients in. Interpreters
would accompany patients into the nurses treatment room when the patients
could not communicate in English. Receptionists all wore uniforms. Typical
morning surgeries have 2 doctors available, going down to 1 in the afternoon.
Practice nurses run clinics through the day and a phlebotomist is also
available mornings. Patients are called to their appointments by reception
staff who are buzzed by the doctor, reception staff pass the patient notes to
the patient as they go in for their appointment. Notes are collected from the
consulting room by the receptionists.

Appointment system: The practice uses two main types of appointment.
Routine, 10 minute appointments, can be booked in advance with a doctor of
choice. Urgent, 5 minute appointments, are same day appointments which are
released in two stages, at 9:00 for morning surgery and 3:15 for afternoon
surgery. Three appointments are reserved for workers at the end of
afternoon surgery.
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12.3 Managing access

12.3.1 Managing access - the Advanced Access practices

Reasons for adopting Advanced Access

A number of different reasons were given for adopting Advanced Access. All
the case study sites described problems with high DNA rates and staff at the
various sites also described feeling overwhelmed by patient demand. The
reception manager at one site described the previous system thus: “it was
awful before, absolutely manic” [S, 2:4]. A GP at the same practice explained
“it was an idea that was really forced upon us, because we really didn’t enjoy
the actual appointment system. It was archaic, it wasn't efficient. We had lots
of DNAs.” [S, 3:14]. One site identified Advanced Access as an opportunity to
attract resources which would eradicate long waits for appointments. At
another site the practice manager described the decision to adopt Advanced
Access. well let’s give it a go, it can’t be any worse than it is at the moment”
[S, 11:1]. At this practice the practice manager was clearly someone that
could be described in the diffusion of innovation literature(Greenhalgh et al,
2004;Rogers 1995;Schon.D.A. 1963) as an enthusiastic adopter, or in
marketing parlance as a “product champion” for Advanced Access. She was
supported by at least one of the senior partners who described the system as
“brilliant” [S, 12:5]. Similar championing of Advanced Access was evident at
another site where the practice manager and one of the GPs were key players
in the adoption of the new system.

The Advanced Access practices were also motivated to meet the targets set
out in the Direct Enhanced Service on Access (DESA) and they, to varying
degrees, saw Advanced Access as the method that would best enable them to
achieve this. A GP acknowledges the link between the access system and
government targets

(GP) I think we were actually employing Advanced Access before
the targets came into effect and that was our way of actually
making sure we reached the targets. [S, 3:6]

One of the Advanced Access practices displayed a sigh on the noticeboard in
the waiting room that read:

Advanced Access

This practice will be introducing Advanced Access. There will be a
mixture of book on the day and pre bookable appointments.

This will help us meet our 48 hour access targets

Managing the change to Advanced Access

The practices managed the transition to Advanced Access by attempting to
educate patients about the new appointment system. They did this by a
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combination of writing to patients and displaying leaflets and posters in the
waiting room. The receptionists found that they spent considerable time
explaining the appointment system. All four practices had initially adopted
more rigid systems than those they now operated and had adapted the
system over time. This meant that both staff and patients experienced
different further changes and staff needed to continue this work explaining
the system. In one practice there had been a deliberate move to adopt a strict
same day appointment system to emphasise the break with the old
appointment system:

(GP) To get there we thought we had to take a more radical step,
so from opening a whole appointment page to patients to pick
and choose and then finding out that we’d run out and we
couldn’t offer them and having perhaps a waiting list of two
weeks, we wanted to change the thinking culture, so that’s why
we cut it right down to book on the day initially, a radical change;
and then gradually creep forward to offering it more when they
wanted it.[S, 32:8]

How the Advanced Access practices manage access

Within the four Advanced Access practices there was variation in how access
was managed. This variation occurred between the four practices, but also
within the practices over time; each of the four Advanced Access practices
had adapted the way they managed access over time. When we undertook
the fieldwork, three of the sites were all operating predominantly same day
appointment systems. One of these practices reserved 3 appointments each
morning for ‘workers’ to pre-book and the other two reserved 30% of all
appointments for pre booking. The other Advanced Access site used a more
mixed model with two types of pre-booking: ‘soon’ (1-2 days hence) and later
(between 1-2 weeks from initiation). This practice thus had a 40:40:20 split
between same day and soon/later pre-booked appointments. All the practices
had initially attempted to use a strict same day interpretation of Advanced
Access and had, in varying degrees, made this more flexible over time. The
Advanced Access practices can thus be placed on a continuum which can be
seen as extending from ‘strict same day’ to more flexible forms of access
which entail a balance between same day and pre-booked appointments,
which produce a more mixed appointment system.

The norm was for practices to work with the Primary Care Collaborative and
the access facilitator during the planning and introduction of the new system
but when the system was up and running a more independent path was
taken:

(GP) The Collaborative was useful in terms of we went down and
spent a day, but it was all very new and shiny and no-one had
really tested it, at least not in this area... And they were helpful,
and they basically reinforced that there wasn't any one size fits all
kind of situation really ... it was actually quite a smooth transition,
and we got good support from the PCT initially and then we were
left to our own devices. [S, 3:9]
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As practices began to manage the Advanced Access system independently of
the collaborative and the PCT and their appointment system stabilised they
took a more informal approach to measuring demand and matching capacity
to demand. Proactive management of the system continued but it was based
around internal dialogue with staff and informally gauging the efficacy of the
system.

(Reception manager) Well, I think we reviewed it as it went along
and then ... because we changed the six slots to three in the
morning and three in the afternoon, you know, we just sort of
listened really to what people said. Every now and then I think we
did how many calls came in the morning on sheets, you know.
Every time I had a call, you know, and that sort of thing... But
yeah, we just generally, you know, sort of listen to everything
really and then change things slightly as they went [S, 2:10].

The same was true of the use of Plan Do Study Act cycles (PDSAs) which were
used around the transition to Advanced Access but then were used
infrequently or completed as formal exercises to satisfy the PCT. Indeed, in
some practices reception staff seemed unaware of the use and the meaning of
PDSAs. However, as the quote below from a practice manager shows, just
because the practices were not following the Advanced Access model did not
mean they were not introducing innovations:

(practice manager) Really, we’re changing things all the time,
it’s ... I never leave it alone, I'll try something and if it doesn’t
seem to work it gets binned and try something else. We used to
call these little experimental things PDSAs, these little cycles of
trying something. I don't call them that now and mostly I don’t
write them up, but we’'re still doing it all the time [S, 6:20].

All the Advanced Access practices had introduced some level of innovation in
an effort to manage demand differently, phone consultations and phone triage
being the most common policies used. At one practice the senior partner ran
a phone triage session on Monday mornings to shape and redirect demand
(this enabled the GP to make appointments with other GPs and GP registrars
with his endorsement).

(Practice manager) we do telephone consultations, that’s made a
difference because you can get twice as many as those in, and it
actually ... and the telephone triage is the thing that really shapes
demand and alters it. He [the GP] does give out a lot of
appointments when he does that, but some people who ring in
and he might get the nurse to do an ECG before they actually see
the doctor when he’s listened to the symptoms. Other people’s
he’s directing them to x-ray at the local hospital maybe. One or
two people he said “If you go up to the local hospital instead of
coming here at 11 o’clock, then the doctor up there will be able to
deal with that better there than he would here,” and so lots of
people ... and there are the odd ones that get prescriptions, I
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don’t know how many of that he does, but he does do some
prescriptions. I've heard him ordering blood tests and things like
that up front. So that triage session does help terrifically on our
worst day of the week. [S, 6:20]

It should be noted that the use of triage, telephone surgery and deploying

more work to practice nurses and/or nurse practitioners was by no means the
exclusive preserve of the Advanced Access practices, all the control practices
used phone consultations, to varying degrees, to shape and manage demand.

A key tenet of Advanced Access is that practices should hold documented
contingency plans to cope with fluctuations in demand, planned and
unplanned staff shortages and abnormal iliness outbreaks. The Advanced
Access practices varied in their approach to contingency plans, the practice
manager below had an informal approach to contingency planning, evident in
her explanation of how she managed a shortage of GPs,

(Practice manager) I got on the GP network and I managed to fill
the whole day Sunday afternoon [laughs] ... so that was my
contingency plan, that is I take the network home with me, I can
access it from home. And I did a bit of pleading as well and told
them of my situation and we didn’t care how much it cost us, we
just literally paid whatever they wanted basically just so that our
patients were covered. [S, 11:7]

Other practices had a more formal approach, in the practice below the
practice manager explains how exceptional demand is managed and also how
unforeseen staff shortages are managed

(Reception manager) We go through weeks that every day the
appointments are gone sometimes by half 9. We had a bad week
- not last week, the week before — we then look at the next day.
If there is a locum in or it looks good the next day, we unblock
half a surgery, and that pacifies people because they can be seen
the next day ... or else, I mean, we have added ... we've taken
one telephone slot out of each doctor and put an appointment in
... I mean if there's five doctors then that's five slots, which may
get you over. [S, 2:11]

(Practice manager) If we’re talking about a doctor going sick or
something like that, or the whole thing going ballistic, we ... part
of our contingency plan is that we have agreed that we will call
people back from things. Now obviously if they’re on holiday, you
know, abroad you can’t call somebody back from that, or even if
they’re on holiday in this country, but people who have gone out
say to training courses or conferences or anything like that, the
bottom line is if it goes really too much to cope with then we call
them back. [S, 6:12]
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Whilst the innovations introduced with Advanced Access proved successful,
practices felt they had often reached a limit or threshold and had no more to
offer because of lack of suitable staff and/or lack of physical space and
resources:

(Practice manager) We've got the potential, it’s just having the
places to put them [health care assistants] in this building ... we
are limited by this building [S, 6:10]

There was also a view that only a certain amount of clinical work could be
handled by nursing staff

(GP) We've got a chronic disease clinic to try and take a lot of
that burden from our surgery as GPs and to the nurses remit, but
the nurses are great at doing what they do, but the patients still
want to see the doctors and we they still come and the nurses
can only manage so much, and unfortunately you've got a patient
with hypertension but they've got multiple sclerosis, they've got
COPD, it's more than the nurses can deal with really. [S, 3:17]

(GP) we don’t think nurse triage is safe. [S, 5:8]

Adapting the access system

It was clear that an important motivation for moving away from a strict same
day appointment system was feedback or complaints from patients, as at the
practice below:

(Practice manager) we had quite a lot of patients complain at the
beginning of it verbally, and coming to see me and they wanted
to know why we were doing it, and they usually went away
convinced that that was the only way we could think to go
forward because of what we’d said... they got used to it. But I
think the older people, it’s like, “So I can’t book an appointment
for tomorrow?”, "No. You’ve got to phone tomorrow”, and it’s
quite hard to say, "No, I'm sorry but you’ve got to ring back
tomorrow” [laughs], "Why?”, [laughs] "Because it’s not Advanced
Access”. And we were very rigid at the beginning of it, you
know.[S, 11:13]

At the site with a more mixed system, adapting the system was partly in
response to the needs of particular patients (again the needs of elderly
patients were cited), but was also linked to an early recognition that a
proportion of longer term pre-booking slots would be desirable, as the
practice manager explained:

(Practice manager) when we started that we discovered we had a
problem with some of the elderly who used [volunteer and taxi
transport] to bring them to the surgery, they have to book a car
at least three days in advance, so then we had to expand [pre-
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booking]. ...Over time as we've tried to relax it and be more
accommodating, we’re more relaxed about the booking a week in
advance and my aim has always been to get on and be able to
make it so people can book further in advance. [S, 39:2]

As well as responding to the needs of elderly patients the Advanced Access
practices also attempted to adapt the system to meet the needs of patients
who were workers and/or commuters. At two Advanced Access practices a
small number of appointments typically at the beginning or end of the day
were made available for those who found the same day system inaccessible
such as full-time workers, particularly commuters. There was variation in
how the ‘worker’ category was used; at one practice the category was fairly
loose and encompassed other patients who might want appointments at the
beginning or end of the day. At the other practice it included any patient with
mobility problems.

The practices saw the same day appointment system as having the biggest
effect on the way they manage access. Whilst all the practices had moved to
accommodate varying levels of pre booking there was reluctance to relinquish
too much of this element of their appointment system. One practice manager,
from a practice which embargoed a high proportion of appointments for same
day use only, expressed concern about the criticisms of embargoing and the
suggestion that they should stop doing this. For her, the key difference
between their system and conventional appointment systems was that they
did embargo appointments. This reduced DNAs which was the key change
that produced extra capacity. If they did not embargo appointments people
would start to book ahead and the appointments system would be little
different from before [Obs, CS, 10:5].

Embargoed appointments

Reception staff used discretion in a number of ways to manage the access
system. Some staff were able to exercise discretion regarding embargoed
appointments, often this option was only available to senior staff, and/or for
particular patient groups (e.g. workers):

(Observation) Patient asked for an appointment with a named
doctor on [+2 days]. Patient was told that all appointments were
only released on the day, and asked if anyone else will do.
Receptionist then says, "You’ve got transport problems. What
time would you like to come down?” and she overrides an
embargoed appt to make the booking at the time of choice. [Obs,
LS, 9:11]

GPs were also able to over-ride embargoed appointments, as this GP
explained:

(GP) I do fudge the system sometimes by over riding a booking if
it’s embargoed or they go "Oh, I wasn’t able to book last time, it
was a real slog to get through” and if they want to come at the
time, and over ride it. But I don’t do that very often. [S, 35:3]
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Extra appointments

Reception staff also used discretion when deciding to add ‘extra’ appointments
into the day’s rota. A receptionist at one practice described how she found
ways to squeeze in additional appointments by asking the GPs to see
additional patients at the end of surgery. Sometimes this was achieved by
asking the GP to telephone the patient to ascertain the urgency of the request
for an appointment. During an observation session the senior receptionist at a
practice asked each of the GPs to make an additional four appointments
available at the end of morning surgery. The receptionist explained this ad
hoc decision by reference to the high demand that morning and described this
process as ‘magic-ing up extras’ [Obs, LS, 9:7].

One of the effects of these strategies is to introduce opacity and inequity in
the access system. Patients may not be aware that embargoed appointments
can be released or that there are sometimes additional appointments. Indeed
patients may find that their chances of obtaining a same day appointment are
highly contingent on the time of contact or receptionist discretion:

(Observation) The receptionist offers the patient a number of
appointment slots, all of which are designated as 'worker’ slots,
but she is unable to find a convenient time with the Dr requested.
She then offers the patient an appointment for today at 1:20, the
patient asks, “Is it with Dr Y”, “Yes”, the receptionist confirms
that the appointment is with the Dr she wants to see and
proceeds to confirm the appointment. This is a very unusual
appointment time, as it is not in the usual surgery sessions and is
not one of the workers appointments and all the appointments for
that Dr had gone for the day. The receptionist has fitted them in
as an extra. After the phone call the receptionist explains,
"That’s one of the patient types that we try and pre-book because
they can’t get down here. If they’re elderly or frail or disabled
then we will pre book but we do try not to pre book more than
three appointments for a surgery.” [Obs, JB, 3:6]

There is of course a limit to the number of extra slots which can be added
onto a surgery as this observation reveals:

(Observation)

Fri. Conversation between reception manger and senior
receptionist.

Rec: you do realise we only have one left.

PM: yes I know, they’re just going to have to wait. I've added in
all those I can. There’s nothing else we can do [Obs, LS, 9:15]

When there are no more appointments available receptionists attempt to re-
route or redirect demand by suggesting alternative options to patients.

© NCCSDO 2007 210



Evaluation of Advanced Access in general practice

Re-routing patients

One of the Advanced Access practices had a formal policy which prohibited
staff from telling patients to call back on the following day when all the
appointments for the day have been filled. On such occasions the receptionist
would be able to see on her computer diary that there were appointments to
be released the following morning, but these were embargoed. In such cases,
the receptionist was expected to ensure that the patient received an
appointment - even if this was not with the chosen GP or meant a delay of a
few days:

(Receptionist) I was picked up on things... if I said, well, maybe
ring back in the morning, I was picked up on that, you’re not
supposed to say ring back at eight o’clock although you know
appointments are kept back to the next day. Like today, for
example, there’s no appointments available tomorrow on the
screen, so you are saying to the patient, well, there will be
availability tomorrow but it's up to the patient to say, well, I'll
ring back in the morning. That’s fine. But you’re not really
supposed to say that [S, 36:2]

Despite this injunction there were instances when reception staff at this
practice suggested or hinted to patients that they should phone back the next
day to get an appointment, but this was not routine practice. At the other
practices it was not unusual for receptionists to suggest to patients that they
call back the following day. Asking people to call back has the effect of
creating an invisible or displaced backlog as illustrated in the comments by a
patient below:

(Patient) The time I wait, the time from when I book the
appointment to when I get it hasn’t changed, it’s just the getting
through and if there isn’t one, I have to phone up the next day,
so really the wait has probably got ..days longer because I'm
having to phone up again and again rather than just book it and
they give me the next time. [P, 13:4]

It should be noted that sometimes people were asked to call back the
following day not because there were no appointments left on the day they
were calling but because they wanted to book an appointment for the
following day.

Reception staff used a number of other strategies to re-route patients when
there were few or no appointments. It was common for patients to be offered
a telephone consultation but there were inconsistencies here as in one
practice not all callers were offered a phone consultation. In one practice
receptionists attempted to reroute patients toward a consultation with a
practice nurse but this was not always successful and patient interview data
indicated that patients had mixed views about being seen by a nurse:

(Patient) IV: how would you have felt if they had asked you to
see a nurse instead of a doctor?

Pt: No, I think I need a doctor.
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IV: You felt it was a case that needed a doctor?

Pt: Yes [P, 46:3]

(Patient): I'd be quite happy as long as they [nurse] have
facilities to go to the doctor, because I don’t suppose they’'d be
able to do the prescription, but they could definitely look them
over, couldn’t they, and see the right way to go. [P, 49:6]

Making distinctions between urgent and routine

Three of the four Advanced Access practices did not formally distinguish
between urgent and routine appointments. One site classed same day
appointments as emergencies on their computer system but they tended to
be dispensed as routine appointments by staff, i.e. patients were not usually
offered these appointments as emergency appointments. However, staff at
the Advanced Access practices were often drawn in to distinguishing between
urgent and routine appointment requests when all the same day
appointments had been taken. Discretion played an important role here.
Some reception staff had clear views about what counted as urgent or an
emergency, for example suggesting that if a patient wanted an urgent
appointment they should be prepared to see any GP. Receptionists often had
clear ideas about the types of patients that required urgent or emergency
appointments and would act to ensure that these patients were fitted in, for
example children:

(Receptionist) Obviously children. Yeah, they need to be seen.
And obviously when there’s not an appointment, it’s a case of the
duty doctor being aware or making that doctor aware that this is
a child. But, yeah, children definitely. [S, 36:8]

Some practices used forms of triage to try to manage requests for urgent
appointments. One practice had adopted a system of GP led triage on Monday
mornings - the busiest day of the week. This relied on one of the senior
partners who went through all the calls from people wanting to be seen that
day. These patients were then slotted into same day appointments which had
previously been embargoed, or were re-routed to telephone consultations or
to appointments later in the week. Where practices did not have an explicit
triage system they often used a variant of this method when busy:

(Practice manager) at the end of each surgery, if there’s no
appointments left, there’s slots for telephone consultations, and
the doctor will phone the patient to find out what the problem is
before they say “Well I think you’d better come down and see
me” or on the visit list we take all the telephone numbers and the
new doctors will phone the patient first before they go out on a
visit [S, 11:4]

Another practice had tried nurse triage in a previous version of the
appointment system, but it was felt that this had not been successful, partly
due to patient complaints. While the access system used at this practice did
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not involve explicit triage some of the receptionists did triage patients when
the practice was busy, by trying to gauge urgency:

(receptionist) we did have to do triaging, yes, but it’s just to a
certain extent, I mean, we don’t really like to pry too much.
People don't really want to if I'm going to the Drs I don’t really
like to tell them, but you just have to gauge whether it’'s urgent,
and because a lot of people ring up and say, I want to see a
doctor, and then you say, is it urgent, no next week’s fine. And
then you get people that say, oh, yes, I've got to see someone
straightaway and then you say what is it have you got pains. The
first question, obviously, is chest pains or anything like that. Well,
no, it’'s something I've had for, like, the last month. So that’s not
really... that can wait another day, really. [S, 38:2]

Similar behaviour was observed at another Advanced Access site where,
although the receptionists claimed that they did not triage they regularly
asked patients for medical details to establish whether the appointment was
urgent [Obs, 1B, 3:8].

How patients manage the access system

The Advanced Access systems prioritise patients who can telephone the
practice early in the morning. However, one of the practices also releases
some embargoed appointments early in the afternoon so patients have a
second opportunity to obtain an appointment. Reception staff are aware that
patients have had to change the way they manage access, but are possibly
not aware of the patient experience. The case below was an extreme example
of how patients manage getting through to their practice by phone:

(patient) I have to put the teletext on to make sure the time is
coming up to 8 o’clock. I have the two mobile phones with the
number programmed in and I have the other phone there ready
to phone. If I'm really clever I can hit it on the spot and I get
straight through, and if I'm not so clever I usually do it about 10
seconds before 8 o’clock and I, most times what happens if I get,
is it [names out of hours service] the answering people which I
don’t want... because they haven't switched over, and then by the
time I've cut off from them and redialled, it's been turned over
and I've missed it, so then it takes me roughly about 20 minutes
to get through with three phones going all the time. [P, 16:1]

Not all patients manage to navigate getting through on the telephone. A
patient who started work early in the morning expressed concern about the
cost of having to use a mobile telephone and trying to make calls whilst at
work [P, 6:11]. The second of the two quotes below makes a similar point
about the cost of mobile telephone calls.

Some patients circumvent the difficulty of trying to get through on the
telephone by presenting at the practice to secure an appointment. This is one
example of what can be termed ‘gaming’ or ‘working the system’. Examples of
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this were seen at two sites. Presenting at the desk also gives patients the
opportunity to physically present their symptoms and engage reception staff
in triage decisions. This tactic is not always successful and the two
observations below, from the same practice, illustrate the variable outcomes:

(Observation)

Pt Is it possible to see a doctor

Rec There’s no more appointments available I'm afraid

Pt [patient clearly very distressed] It’s for this [shows the

Receptionist. The patient starts to walk away]

Rec Hang on, I'll have a look for you, I know how you feel
[brings up the on call GP screen] I can get you in at 5:40 [on call
GP emergencies]

Pt Is it possible to see Dr S
Rec No, all her’s have gone I'm afraid
Pt Okay

Rec Are you going to be at home now

Pt Yes

Rec I'll try and see if Dr S can fit you in earlier
Pt Thanks

Rec [confirms patient details and arranges the later
appointment] [obs, JB, 1:15]

Pt I need to see a doctor, I've been phoning since 8:30 on
my mobile and it keeps putting me on hold,

Rec We‘ve got nothing today I'm afraid
Pt But it's my knee, it's infected, it's really bad I'll show you
Rec It’s no use showing me I'm not medically trained

Pt But I need to see a doctor, it’ not fair that I can’t afford a
proper phone

Rec All I can do is get a doctor to call you back

Pt If I go to the walk in centre they just tell me to go to my
doctor’s but I can't get to see one, I've got to show you

Rec It’s no use I'm not medically trained

Pt [Patient insists on pulling up her trouser leg and getting
the receptionist to look at it, the receptionist makes no comment]
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Rec If you ring back at 8:30 tomorrow then I'm sure you’ll
get to see a doctor. Patient reluctantly leaves, she is very
unhappy. [Obs, JB, 1:16]

As access systems became more established some patients became more
adept at negotiating the system, and receptionists felt that patients ‘worked
the system’ and presented themselves as workers to secure appointments at
convenient times:

(Receptionist) Patients are now aware that we have workers
appointments and sometimes they just say they’re at work’.
[Obs, JB, 3:7]

And some also used tactics to ensure continuity of care:

(Receptionist) The hardest thing is when people insist on seeing
their own Dr, some people get quite shirty about it, if people get
very difficult then I'll talk to the Drs about fitting them in, which
means they’re getting away with it really. The other thing now is
that if people really give us a lot of earache then we tell them to
write a letter to the practice manager [Obs, JB, 3:6]

12.3.2 Managing access - the control practices

Reasons for not adopting Advanced Access

At one control site the practice manager was antagonistic to Advanced Access
and staff reported resisting pressure from their PCT to adopt Advanced Access
[S, 16:13]. The PM described their access system as a ‘full appointment
system’. Historically they had operated a named GP access system whereby
patients usually saw the GP they were registered with. Following the
retirement of one of the partners who had favoured this system, the practice
began to encourage patients to see available GPs. They had monitored the
access system and felt that the access system they used was better for
patients:

(Practice manager) We did look at it, yes, we did consider it and
we looked at our existing appointment system and did little bits of
audit here and there and quite honestly we didn’t really think we
were going to be benefiting ourselves or the patients by taking
that on board. [S, 16:11]

At a different site staff equated Advanced Access with strict same day access
and were concerned that this model would not distribute appointment slots
equitably and that it would increase demand:

(GP) you still have to have the right number of people to do
the job. If you have thirty people wanting an appointment today
and there’s only twenty slots, what happens to the other ten?
They have to be told to ring again tomorrow. And they’re in the
free for all tomorrow and what happens if the same person ends
up doing that four days on the trot...I think there’s potential for it
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here, but my concern that if we did it we would wind up demand,
that people would come in because they’ve had a sore throat for
two hours ...because it’s too easy. [S, 25:8]

At the same site initial scepticism about Advanced Access was reinforced by
the experiences of staff at their own practices. The practice served a city
population and a significant number of patients from deprived areas and it
was strongly felt that Advanced Access would further disadvantage these
groups whilst placing additional burden on reception staff. Some staff were
antagonistic to Advanced Access based on personal experience

(Practice manager) No, I didn't like ... there was nothing in it that
I thought that was good, and I thought there were some
horrendous ideas, and some of our receptionists here belong to
practices who run Advanced Access and they struggle and
struggle and struggle with it ... mean you've got to phone up
between half eight and nine, if you phone up at one minute past
nine you can’t book it, and you can’t say ‘Actually I'm working
today, can I come at five o’clock?’” 'Oh no,” you’ve missed your
chance. There’s been a few times when I've had to get on the
phone and pull a practice manager rank ..to get them an
appointment at another practice. It’s the most ridiculous thing
I've ever heard of. [S, 23:11]

In contrast, the third control site appeared less antagonistic to Advanced
Access and tended to equate or confuse Advanced Access with other
initiatives such as the 48hr access target/ Enhanced Service. Indeed one of
the receptionists thought this practice was ‘doing Advanced Access’.

At the fourth control site the practice manager was also less hostile to the
idea of Advanced Access although here too staff often equated Advanced
Access with a same day appointment system. The PM showed some interest in
adopting Advanced Access but had not received support for this from the GPs,
emphasising the important role of clinical champions in the practices which
had adopted Advanced Access. The GPs resistance to Advanced Access was
based on a concern that the system was too restrictive and that it was
important to offer more flexibility and choice to patients.

How the control practices manage access

The range of waiting times for appointments in the control practices was
greater than in the Advanced Access practices. Some appointments could be
pre-booked up to 6 weeks in advance and there appeared to be more
variation in the wait for non-urgent appointments: at one of the control
practices, patients might wait under a week for such appointments, but they
could be offered an appointment within two days depending on their choice of
GP.

The control practices tended to manage the problem of access by operating
mixed access systems which in some ways resemble the Advanced Access

case study site with the mixed access system described above. Their access
systems included pre-booked appointments up to 6 weeks ahead alongside
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same day urgent appointments. The presence of pre-booked appointments up
to 4-6 weeks into the future meant that all the control practices appeared to
offer greater opportunity to see the GP of choice than was the case with the
Advanced Access practices, but of course this could be at the ‘cost’ of a longer
wait.

Urgent appointments were typically managed as a ‘pool’ of work such that
patients were asked to attend an open surgery or same day appointment slots
were used. The same day slots are embargoed until their day of use and the
choice of doctor is non-existent or restricted. The urgent appointment slots
are also nominally shorter than routine slots in Advanced Access and control
practices.

Embargoed appointments

One practice operated a system which allowed pre-booking up to one month
in advance, but a proportion of the appointments in this period were
embargoed or ‘greyed out’ and released gradually as routine appointments to
give more options to reception staff on a day-to-day basis. The PM expected
reception staff to use discretion to judge when to break the embargo and use
these slots, but felt that reception staff were reluctant to do this:

(Practice manager) The other side of it being that I hope that it
gives the receptionists an opportunity to use their initiative and
open up one of these closed appointments if they recognise that a
patient desperately needs that appointment or they’re under a
huge amount of pressure from a patient. For one reason or
another they can, if they can justify it, open up one of those
greyed appointments. I don’t think they do it, I don't think they
have the confidence to do it, which saddens me a little bit [S,
19:11]

Extra appointments

At one control practice urgent appointments were termed ‘extras’ but
managed as part of the ‘pool’ of urgent appointments - patients were told to
attend at 11am and they see GPs on a first come first served basis. However,
in addition to this, reception staff had some discretion to add extra
appointments onto the end of afternoon surgery. The use of a ‘pool’ surgery
to manage urgent appointments enables reception staff to manage access
partly by dissuasion: thus patients asking for urgent appointments are
reminded that they “will have a wait, because it is not a proper appointment
and we can't guarantee which doctor you will see” [S, 15: 5]. At this practice
patients seeking urgent appointments might be re-routed to telephone
consultations or telephone triage by a GP:

(GP) we do sort of quite a bit informal triage as I was saying from
the point of view of this sort of extra appointments in the
evening, you know, if I'm on my own on an afternoon, I would
say to the staff, basically, I mean I do expect them to use some
kind of common sense; I'll say you know, if it’s getting, take a
message and I'll phone them back unless it’s ... you know, if it’s a
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child with an ear infection then they’re obviously going to be need
to seen, then put them in, but otherwise I would tend to kind of, I
would often sort of triage those requests [to phone consultations
[S, 17: 8]

(Receptionist) What we tend to do is if a patient rings in and
wants to speak with a doctor, we as receptionists will sort of
assess it really, in a way. If they ask to see the doctor and
they’re not available and they can't wait, we will sometimes say,
"Is it something the doctor can help you with over the phone?” If
they specifically want to speak with a doctor, and then we’ll put a
practice note through to the doctors asking them to ring the
patient. Sometimes we have no idea what it’s about and all we’ll
put on there is, "Please phone patient.” Sometimes as before,
when you’re making an appointment, the patient will go into
details of what the problem is so we’re able to put that on the
screen so the doctor’s aware of why they’re ringing the patient.
[S, 14: 11]

Making distinctions between urgent and routine

The control practices did distinguish between urgent and routine
appointments, with the former available on a same day basis. However, the
slots differed from routine slots in their duration and in that they could not
usually be requested with a particular doctor. Access became problematic
when patients requested particular doctors. As at the Advanced Access
practices reception staff at control practices felt that urgent cases should be
prepared to see any doctor:

(Observation) Receptionist lists the time slots of available
appointments and the patient takes one of them and the
receptionist takes the patient details. After the interaction the
receptionist turns to me and says, “"They said it was urgent but it
couldn’t have been otherwise they would have seen Dr U today.
To my mind if something’s urgent then it means you need to be
seen that day!” [Obs, JB, 4 :12]

Occasionally the receptionists asked the GPs to judge whether a request for
an urgent appointment was justified, though as this quote points out this is
not a frequent occurrence:

(Receptionist) ST14 if the doctor feels it’s not appropriate for that
patient to have come in on an emergency appointment, then
that’s for them to say. I wouldn't like to judge.

INT: That’s for them to tell the patient, or you?

ST14: Yeah. The patient. Yeah.
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INT: Right. Do you ever get any feedback from them saying,
"Oh, we’re seeing too many emergencies ...”

ST14: Sometimes they do. Well sometimes the doctor might
comment, "They needn’t have come in today”, but it's very rare
actually. Itis very rare. [S, 14: 8]

The long waiting times for routine appointments had the effect of creating
more pressure on the urgent appointment slots with the result that urgent
slots were used by people for routine problems because patients were
unwilling to wait for a routine appointment:

(Practice manager) I think what we’re experiencing now is, is
that because our routines are so booked up in advance ... So
anybody ringing in and saying 'Oh, I don’t need to be seen today,
I need a routine,” and they’ll say ‘Well actually, the next routine is
four weeks away,’ you know, you think oh blimey, you know. The
probability is the patient’s going to decide well actually they can’t
wait four weeks, they don’t want to go on our waiting list for
cancellation of appointments, so they say 'Well actually I'll ring up
another day,” and they ring up and they say 'Yes, I need to be
seen today’. So is it an emergency? Well, depends on which way
the patient, you know, it's perceived really. I've always ... I've
always had long and interesting discussions about when is an
emergency an emergency, because I think it’'s to do with the
whole patient education and all that side of it really. So I think,
almost by default now, we’re saying our emergency appointments
are almost becoming same day [S, 19:5]

(Doctor) a lot of our same day requests for appointments
are actually not urgent and they are people who can’t get routine
appointments for two or three weeks, and there’s a problem with
access to our routine appointments, we just don’t have enough of
them. [S, 18:4]

How patients manage the access system

At the practice where open surgery was used to manage urgent appointments
receptionists felt that some patients worked the system by timing their calls
requesting appointments so that they missed the urgent surgery and were
offered appointments in the afternoon:

(Receptionist): Yeah, well somebody would ring after eleven
oclock, so ... I mean, a lot of them know that open surgery
finishes at eleven o’clock anyway so they ring just after and, you
know, speak to a doctor knowing full well they’re going to get an
appointment for this evening. So they know how it works and
everything, a lot of them, [S, 26:7]
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Similarly at another control site the staff suggested that patients awareness of
the long waits for routine appointments worked the system by saying it was
urgent:

(Receptionist) People get wise to the emergency appointments
though, that you can’t actually get into see the doctor that they
want to see, or there’s a bit of a wait to see the doctor, so I'll
have an emergency appointment then, and they do become ...
they do become ... how can I say, quite sly some of them, they
know they can’t get in to see the doctor, so they’ll phone for an
emergency appointment. [S, 20:3]

12.3.3 Summary - managing access

The data show a division between the Advanced Access and the control
practices which was mainly evident in the use of same day appointments.
Although control practices all used same day appointments these were
employed mainly for urgent appointments. However, the urgent slots were
not normally monitored or evaluated by staff, so they tended to be used by
many people as routine appointments. The control practices all had more pre-
bookable appointments than the Advanced Access practices and they were
available several weeks further ahead.

There was no formal division between routine and urgent appointments in
most of the Advanced Access practices where same day appointments are
available with the same status attached to them. However, when all same day
appointments had gone receptionists would routinely have to evaluate the
patients’ requests in terms of urgent and routine.

The control practices all had backlogs which made access to routine
appointments problematic for patients. However, the Advanced Access
practices, to varying degrees, showed signs of a invisible or displaced backlog
which took the form of asking patients to phone back the following day when
all the same day appointments had gone.

12.4 Continuity of care

12.4.1 Continuity - the Advanced Access practices

Continuity of care was problematic in the Advanced Access practices largely
because they favoured same day or ‘soon’ pre-booked appointments. This
meant that when a specific GP was away from the practice, patients were
more likely to be given appointments with an alternative choice of GP. This
was particularly an issue at those practices with the highest proportion of
same day appointments.

Continuity and speed of access

At one Advanced Access practice the staff had been particularly concerned
about a loss of continuity and formally encouraged continuity of care by
getting receptionists to ask patients which GP they usually saw. Although they
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worked to achieve continuity they recognised that it was not always possible.
The quote below illustrates a case where there was a perceived improvement
in continuity with a same day booking system:

(Receptionist) I mean I'm just thinking of one patient in
particular who only ever sees one particular doctor, and he's like
really happy with the system, because she could never get
him...And she could never get him for weeks ahead. Whereas she
knows if she rings in the morning, she can get in. So .. I mean I
know that's just one person out of thousands.[S, 4:91]

There was also recognition by reception staff at the same practice that the
presence of same day or soon pre-booked appointments encouraged patients
to trade continuity for speed of access:

(Receptionist) but I think probably there is less continuity.
Because if people know there's a slot available that day, they'll
see anyone. [S, 2:6]

and this was borne out in repeated observations of interactions which followed
the format of this one:

(Observation) A patient phones
Pt [asks for an appointment with a particular dr ST]

Rec Sorry I've got nothing with Dr ST this morning, she's not
on at all today, I can give you Dr R at 10:30

Pt [accepts]

Rec Okay, [takes patient details and confirms appointment
time] [Obs, JB, 1:6]

Patients were aware that they traded continuity for speed, notably for urgent
consultations:

(Patient) it’s just that you’'ve got that relationship with him, you
know, when I say relationship I mean it’s that he’s known you
since I was in my twenties and you know, they sort of build up a
picture of you and they know the family, they’ve known the
children since they were born in that sort of sense. ... It's just
that, when you see one particular doctor for so long, you tend to,
I tend to still go for that particular doctor if you know what I
mean, because as I say, they know you. But having said that, if
it’'s something that needs attending, so it’s urgent, either I want
to see a doctor, I'll see any doctor, whoever is there, whoever
they can give me, because whatever needs attending to, needs
attending to there and then. [P, 16:6]

Continuity for particular patient groups or types of condition

While patients were prepared to trade continuity for speed of access, in the
context of urgent consultations, they were clear that some groups of patients,
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or in particular medical conditions, continuity was particularly valued. Carers
of young children fell into this category:

(Patient): Yes I do [like to see a particular doctor].
Particularly for my son and myself because we’re both asthmatic.
He’s got quite a history of asthma, and so I know that this one
doctor knows him very well, so I know that if he hears them and
you know, some doctors might think it’s not too bad, but he
knows his pattern of what can happen with him, so he might
react a bit differently, so yeah, in that case I do, but obviously it
doesn’t always happen because sometimes he’s not on or there
isn't any space and things like that. [P, 11:3]

As did elderly patients with chronic condition who were also regarded as
needing continuity:

(Patient) my mother... because of her condition they’re extremely
good actually. I know that she has had issues where she’s tried
to get in, and I think again, you asked the question earlier,
whether having the same doctor makes a difference. I think in
her situation it does because having quite a serious problem
where she’s on quite a lot of tablets and has to come every two
weeks to be checked, I think that having the same doctor makes
a heck of a difference to her and have the confidence in how
she’s getting on I think. [S, 13:5]

Continuity desired by patients

There were some patients at each of the Advanced Access practices who
demonstrated their desire for continuity of care by declining to book
appointments which were not with their preferred GP:

(Observation)

Pt [asks for appointment with Dr R]

Rec Dr R isn't on today I'm afraid, he's on tomorrow all day
Pt [indicates that they will try tomorrow]

Rec Okay, give us a ring tomorrow, okay thanks, bye [Obs,
JB, 1:19]

Continuity desired by GPs

Patients were not the only ones who desired continuity of care, this was also
an issue for GPs:

(GP) Continuity is my big bugbear and I think it’s introducing this
[Advanced Access]; we have lost a bit of continuity. I think it’s
partly our fault and partly the patients’ fault; it’s obviously the
Government’s fault. It’s driving this expectation that you can be
seen there and then or whenever you want to be seen because
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that may mean that you’re not seeing the doctor who saw you
last time, so you lose that continuity. And when patients do want
continuity, sometimes they can’t have it because it’s not available
within the right time scale; and that’s a problem as far as clinical
care is concerned. ... I think you need to build some system in to
allow continuity; I just don’t think we’ve got that quite right. [S,
32:3]

Some staff recognised that the problems surrounding lack of continuity were a
result of adopting Advanced Access.

(GP) one of the glitches in the system that you perhaps aren’t
matching the appointment to the most appropriate person; I
think they just appear and they go on first come first served. [S,
32:13]

Some doctors also reported that the lack of continuity was changing the
nature of the GP consultation, there was a greater proportion of patients
presenting with acute, one off, problems:

(Observation notes)

There were strong feelings from all the doctors that advanced
access had led to reduced continuity and that this was a major
downside. All the doctors came up with anecdotes about poor
care people have received, e.g. from Out of Hours service, or
from other practices, or from locums when they see different
doctors all the time and problems are not sorted out. Particularly
difficult patients, demanding patients, drug addicts, elderly
people with chronic illnesses etc. They also pointed out that
managing these problems is what makes general practice
rewarding and without this no-one would want to do it. The
doctors said that without continuity, general practice is like “crap
casualty”. [obs, CS, 10:4]

However, it should also be noted that this process was viewed more positively
by GPs in one particular practice. Regular contact with those with chronic
illness had a debilitating effect which was alleviated by the introduction of
same day appointments and the subsequent change in continuity patterns

(GP) the case mix was dreadful and we just had chronic, chronic,
chronic, chronic, chronic patient, you never see anything to make
it varied, because all the chronics was all we ever see [Obs, JB,
1:15]

Continuity not seen as important

While there were clearly a number of patients and GPs who valued continuity
and a proportion of these who were concerned about how Advanced Access
had reduced continuity, there were also patients who did not view continuity
of care as important. It was apparent from the observation that some patients
were happy to see any GP offered, and that some attended the surgery
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without knowing which GP they were going to see. One patient explained why
continuity was not important to him:

(Patient) because I rely on my doctor to make sure their
qualifications are good, do you know what I mean? Just like I
rely on the bus company to supply a driver who can drive it. [P,
12:7]

12.4.2 Continuity of care - Control practices

The nature of the access systems at the control practices, which tended to
have more ‘later’ pre-booked appointments for routine cases, meant that
continuity was often offered but at the cost of a longer wait for an
appointment than in the Advanced Access practices. However for the urgent
appointments continuity was seldom achieved, particularly at those practices
where urgent appointments went into an ‘open surgery’ or ‘pool’.

Trading continuity for speed of access

Notwithstanding the preference of many patients for continuity, as evidenced
by their preparedness to wait some time to be seen by the GP of choice, some
were prepared to make similar trade offs between speed and continuity as
patients in the Advanced Access practices.

(Patient) No I don’t mind, as long as I see a doctor I don't
really mind you know. ...I suppose if I had some kind of ongoing,
you know (inaudible) build a relationship with my doctor but
because I don’t use the practice very often I don’t actually mind
who I see as long as I can get to see someone when I need to,
like I did today. [P, 18:3]

Continuity desired by patients

There was a sense from staff in the control practices that patients valued
continuity, and that the long waits to see popular GPs were a feature of this.
As in the Advanced Access practices there was a feeling that patients who
were urgent or “really ill” should not expect continuity. Although these
practices were able to book routine cases in advance there were clearly issues
around the issue of continuity of care for these urgent cases (just as there
were for urgent and soon pre-booked appointments in Advanced Access
practices).

One particular case highlighted the difficulties for patients seeking continuity
for urgent issues.

(Observation)

In the initial telephone encounter with reception the patient asked
for a same day appointment with a named GP. This could not be
accommodated as the appointments were all taken. Finally the
patient put the phone down on the receptionist and the
receptionist explained to the researcher that the patient is
‘difficult’, but that patient was coming in to see the nurse this
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afternoon, 'that’s why he wanted to see Dr L today, because he’s
already coming in’. Later in the day the case developed further.
The patient had come in for his appointment with the nurse, and
insisted to the nurse that he wanted to see his GP. The reception
manager intervened to tell the nurse, 'there is no way that Dr L
can see him’ however it later transpired that the patient saw Dr L
that day and after this consultation Dr L gave the administrative
staff an urgent letter for the hospital to be fast tracked under the
2 week rule (suspected cancer). [Obs, JB, 5:15]

This case was an interesting example of the struggle between continuity and
urgent access, the patient was very unwilling to make a compromise and his
insistence on seeing a particular doctor was particularly striking.

Reception staff certainly felt that patients frequently wanted continuity of
care:

INT: And do people normally like to see a particular doctor?
ST24: (Reception manager) Yeah, they do, yeah.

INT: Okay. And do they get ... do people ... for reception staff,
is it ... are people okay with the wait or is that a kind of point, is
that a difficult issue sometimes?

ST24: Um, it is ... if it is a problem with a patient, then we’ll
always say 'We’ll get the doctor to call you back,” so they can
have a word with the doctor, their own GP. If the GP feels that
they need to see him before, then they’ll slot them into a surgery
to see them. [S, 24:4]

Patients desired continuity partly because they had built up a relationship with
particular GPs, and some did not distinguish between urgent and
routine/ongoing health needs, preferring to see the same GP for both sorts of
consultations:

(Patient) The thing is, I think you build up a bit of a rapport
as well don’t you, with your own doctor and you have a bit of
trust with them as well, you know, and they know, you know, like
I mean I've just been in to see my doctor now and, although I
went in to see him about something totally different today, he
still asked me how I was from this ongoing thing that I'd had.
You know, so, whereas another doctor wouldn’t have asked you
so it made you feel a little bit, you know, well he hadn’t, you
know, forgotten about all what I've gone through. [P, 30:6]

Continuity not seen as important

While patients were prepared to wait considerable periods to achieve
continuity, as at the Advanced Access practices there were some who felt that
continuity was not important. As this quote illustrates:
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(Patient) I like this system, there are several people, I
haven’t got to just be reliant on one, I feel confident that I can
come into this practice. [P, 39, 17:4]

12.4.3 Continuity - summary

In the Advanced Access practices the choice of doctor was affected by the
predominant use of same day or soon appointment systems. Patients would
often, but not always, tend to take an appointment with a doctor other than
their usual doctor rather than have to phone again the following day.
However, the control practices also experienced problems around continuity.
The control practices often had long waiting times and patients would often
choose to use a same day urgent appointment which tended to prohibit or cut
down on their choice of doctor.

12.5 Patient experience of the access system

12.5.1 Patient experience - Advanced Access practices

Convenience of appointment

A key feature of the Advanced Access practices we have already noted is the
dominance of same day and soon pre-booked appointments. There were a
number of patients who appreciated the shorter waiting times for
appointments. Those with acute conditions particularly liked being able to
access the surgery “when they were ill”:

(Patient) I mean, before when ... before they brought this in, you
used to have to phone up and they'd say 'Oh, we'll see you a
month on Tuesday,' and you'd think 'Well, I'm not ill a month on
Tuesday, I'm ill now,' so it is better that you do get seen on the
day because at least you do get seen the day you're not well. [P,
5:4]

Frustrations with the access system

However, as we have already noted, while patients experience speed of
access this was often at the cost of continuity (0) and speed of access did not
always ensure that appointments offered were convenient.

Observation data show that many patients found it difficult to get an
appointment at a convenient time or found the speed of access difficult to
accommodate. Of particular concern were those patients who had to rely on
public transport, or those who preferred appointments at particular times of
day. This was a particular problem for practices which served a wide
catchment (e.g. one of the Advanced Access practices was in a rural location
and covered a geographically large area). Some elderly patients had concerns
about travelling after dark and preferred early afternoon appointment. Others
with mobility problems relied on volunteer transport which could not be
arranged at short notice, or public transport which could not be relied on at
particular times of day. Workers did not always find the appointments offered
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convenient and carers of school aged children found particular times of day
inconvenient (e.g. 3pm). All these groups did not necessarily find the more
immediate access offered by the Advanced Access practices convenient.

Difficulties faced by workers in accessing the practice

Those in work — either full or part time - often found the access system
frustrating because of the difficulties getting through to the practice (due to
the pressure of calls early in the morning) and then the difficulties in planning
for the appointment:

(Patient) It’s just frustrating, because having known that
you, you know, I sometimes phone on my mobile and then
they’re constantly engaged at that time because everybody else
is trying to get through at the same time as well, it is a little bit
frustrating. I think it would be better, you know, I mean the
workers points are good, that they’re making them at night you
know, earlier or later in the day, however I think booking the
appointment could be a little bit better simply, just book, I mean
if you get the appointment, you know where you are, you know
where you stand, but having to phone up every day, I'm
arranging my diary around that as well and trying to think at
work, have I got a 9 o’clock appointment, have I got a 10 o’clock,
that kind of thing. [P, 13:3]

(Patient) I mean, the system they've got down there now where
you can ring up on the day and you will be seen by a doctor, that
is great for people who are ... like a young mums with babies and
children, because obviously if you're child’'s ill, you want them
seen on that day. For retired people, or people who work shifts
and can get there in the day, but for people like me and my
husband who work full time, there is no flexibility, and it seems
as if you're penalised because you're working; if you don't work
you can get to see the doctor whenever you want. If you're
working, tough! [P, 3:5]

Difficulties associated with long term/routine follow-up

Another difficulty with same day and soon pre-book types of appointment
booking was that it made long term follow-ups problematic. Patients were
expected to remember when they were due an appointment and to book close
to the time this was required. Some patients found this difficult to do and
preferred the idea of booking these appointments further in advance, and
they were sometimes anxious about whether they would be able to get an
appointment nearer the time, as this patient explained:

(Patient) Oh I think it was a shame that the system got changed.
Because as I said, you could come out from the doctor and make
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an appointment, or even sometimes she'd make it for you while
you were in there. [P, 44:5]

Failure to achieve access

There were patients who did not manage to get appointments and this
occurred in all of the Advanced Access practices. Typically patients would
telephone after all the appointments had been allocated, and when told that
there were no appointments left they often hung up on the receptionist or
were re-routed to call back the next day:

(Receptionist): I'm afraid I can’t book an appointment, you’ll
have to ring back on the day you want the appointment on unless
you work? The patient then put the phone down, the receptionist
told me that the patient had said "Oh I thought you’d finished
with that stupid system” [then put the telephone down] [Obs, JB,
3:15]

There were also patients who, on finding that they could not see their GP of
choice, chose not to make an appointment:

(Observation)

Male patient came to the desk and was very upset that he was
not able to see his doctor, the receptionist offered an
appointment with a different doctor on the same day but he
remained unhappy and the receptionist responded to him,

Rec Well I've offered you an alternative doctor [this was said
in a very formal manner almost as if saying that we have fulfilled
our part of the contract]

Pt I'll tell you what it is, it's rubbish [now walking away from
the desk] rubbish that's what it is. [Obs, JB, 1:26]

12.5.2 Patient experience - control practices

Speed and convenience of access

The control practices were characterised by longer waiting times for routine
appointments, so speed of access was (formally at least) reserved for urgent
appointments. All the control practices had systems in place to accommodate
urgent requests for appointments. At three of the practices patients were
typically offered an urgent or open appointment if the wait for a routine
appointment was long. Indeed, it was evident that the urgent appointments
were often used almost as routine appointments (without the choice of
doctor), their status had become normalised. Patients using these
appointments were often seen as rapidly as patients in the Advanced Access
practices. The longer waiting times for routine appointments were frustrating
for many patients (see below) but these later pre-booked appointments did
offer greater opportunities to achieve continuity of care (0). In the interviews
patients tended to focus on the waiting times, both the long wait to get a
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routine appointment and the delays experienced in the waiting room for
urgent appointments:

(Patient)... when we first came here, when the children were ill we
could phone up, get an appointment, and within two days they
were seen. That is not the case now. I don'’t like the fact that
you are analysed by a receptionist as priority, whether you think
your appointment is an emergency or not ... and I don’t like the
fact that you have to wait a week to have an appointment. It’s
taken me five days to get the appointment that I've just been in
to today to get my appointment. It wasnt an emergency,
however, you know, I just ... I don’t think it’s suitable to wait a
week. If you're ill you want to be seen, you know. Sometimes in
the case of this practice I feel that you have to pre-empt the fact
when you’re going to be ill and need to seek advice from a
doctor. Personally I'm not particularly impressed. [P, 19:1]

Frustrations with the access system

Some patients enjoyed being able to book ahead for routine appointments
but, as this introduced long waiting times, other patients found this
frustrating:

(Patient) The thing I find is the amount of time that it takes to
actually get in. Because you phone up ... I phoned up two weeks
ago and the closest they could get me was seven days, so I had
to leave it for two weeks because I was on nights last week
anyway, which was inappropriate. But it’s always minimum of a
week ... I find that really annoying ... you really want something
when you’re in pain and normally when you’re in pain is the time
when you phone up for an appointment [P, 24:1]

(Patient) Three weeks ago I booked it, and that was the first
appointment available. You know, on a normal appointment.
Obviously emergency I think I could have got quicker, but this
one was three weeks which is, I think, too long.  Three weeks I
think is too long with your own GP. I daresay I could have gone
to another one, but I do feel when you’ve got an ongoing illness,
your own GP knows the ins and outs of your illness and I feel
more comfortable then talking to, you know, a doctor, the one
that I deal with, rather than go to another GP and you’ve got to
go through it all again.[P, 28:2]

Failing to achieve access

While there were instances of patients failing to make a routine appointment,
for example because the diary/rota had not been finalised for the next block
of time and the preceding week’s appointments were all taken, this was less
of an issue at the control practices, by virtue of the fact they were able to
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book several weeks ahead. There was much more of a problem at the control
practices of patients not being seen because they failed to attend

12.5.3 Patient experience - summary

As expected there were a wide variety of viewpoints expressed across the
patient data in both practice types, Advanced Access and control. However,
clear patterns of data did emerge. In most of the Advanced Access practices
patients experienced difficulty entering the access process because the phone
systems were not able to handle the volume of calls. There was a division
within the Advanced Access practices between people who worked full-time
and those who were not working or working part-time. Whilst the working
population found the system extremely frustrating, there were some patients
who found the same or soon day appointment system very responsive,
particularly when faced with acute health issues.

There was a different set of concerns in the control practices where people
were unhappy with the length of time they had to wait for a routine
appointment. All the control practices had established mechanisms that
enabled patients to be seen on the same day but this was usually at the cost
of not being able to choose which doctor they saw for these more urgent
problems.

12.6 The practice experience

12.6.1 The practice experience - Advanced Access
practices

As we have already indicated, the organisational structures and composition
of the case study practices were all very different. This shaped the way they
interpreted and implemented their access systems, the nature of the work
undertaken in managing access, and the nature of general practice work
itself.

The Advanced Access practices appeared to have different priorities which
underpinned their approach to managing access. One of the Advanced Access
practices had a distinctly customer oriented approach which meant that much
of the work of reception was, in essence, about meeting customer demand,
such that reception staff sought to ensure that every patient that contacted
them went away with an appointment (although not necessarily their first
choice of appointment). This approach informed their formal policy of not re-
routing patients to call back the following day (even if this was not always
adhered to). By contrast, a different Advanced Access practice appeared to
place more emphasis on managing the appointment slots available, so while
they “try to accommodate” patient/customer requests they were less averse
to the idea of re-routing patients to the option of calling back the next day.

Content of GP work

Some of the GPs in the Advanced Access practices suggested that the system
had altered the types of patients they saw, and they sensed that the system

© NCCSDO 2007 230



Evaluation of Advanced Access in general practice

encouraged those with acute conditions to consult and that it sometimes
privileged patients with self limiting conditions (cases which are sometimes
referred to in the literature as ‘trivia’):

(GP) And in fact we’ve seen more people with very early
symptoms which should have resolved themselves. So we're
probably seeing more trivia coming in whereas the old fashioned
barrier actually sorted a lot of these problems out. We are
responsible for trying to educate patients and I guess we all do
that slightly differently. So it has biased the urgent need. [S,
32:4]

The counterweight to this argument made by another GP was that patients
considered the need to make follow-up visits more carefully and thus came
back less. Advanced Access, because it prioritised same day and soon pre-
booked type appointments, did not facilitate longer term follow-up and the
kinds of later pre-booking that some patients had experienced in the past:

(GP) I think people are coming back less just because they feel
they should come in and see the doctor, or the doctor has said
come in. I think its making us much more aware that there’s,
there isn’'t a need to keep seeing these patients or there’s not a
need for doctors to keep seeing these patients. That's changing
and I think that the new system is helping that in that patients
who would normally rebook a month ahead are now thinking “oh
well you know do I really want to phone up and have I got a
need”. So it's making the patient think much more positively
about themselves and I think in a way it makes them better, less
ill.  You know “do I really need to get up at 8 o’clock in the
morning to phone a doctor, I mean am I really that ill”. [S, 12:
14]

Temporal patterning of activity

One of the most striking features coming out of the observational work was
the temporal patterning of work in the Advanced Access practices. The
dominance of same day appointments encouraged patients to try to obtain
appointments early in the morning and there were clear peaks of activity,
notably in the first 90 minutes after the phone lines or practice opened. There
was often a sense in these practices that the job of receptionists was quite
different after 10am. As well as ‘front loading’ the peak of activity to the early
part of the day, another effect of Advanced Access was to push demand to the
early part of the week, so that Mondays and Tuesdays were particularly busy.
Although control practices were also busier early in the day and on Mondays,
this temporal patterning of the week was much less of an issue. Some
Advanced Access practices had tried to accommodate the pressures at certain
times by rostering additional reception staff on in the mornings and in the
early part of the week and installing improved phone systems to help deal
with this demand, but there were always limits (of numbers of staff, phone
lines and space) to the extent to which this was possible.

© NCCSDO 2007 231



Evaluation of Advanced Access in general practice

There was also a sense in which these practices were vulnerable to
contingencies — despite trying to plan ahead, in part because they had less
flexibility to simply stretch demand for appointments into the future. As we
will see below this placed additional stress on reception staff, but it also made
them concerned about times when they had fewer than expected GPs or
reception staff:

(Receptionist) When you’ve got a full house of doctors it actually
runs quite smoothly. A lot of doctors are off and then they've
either got meetings in the afternoon. So that’s when it struggles,
no doctors, hardly any appointments; that is the time when I find
it frustrating. ... Some want appointments and we’ve got nothing.
It’s like the manager goes at ten past four, five o’clock in the
afternoon and we’ve got nothing to offer somebody, we've then
got to throw it past the duty doctor, who could be out on a house
visit. There are a lot of times when you’re just, what do I do? [S,
34:10]

Stress and conflict in reception work

We have already suggested that there was strong temporal patterning to
activity in the Advanced Access practices. Reception staff, while
predominantly positive about Advanced Access, nonetheless pointed out that
the system made their work stressful, especially at these peak times:

(Receptionist) the hardest bit was trying to keep your cool while it
was going on actually, because you can imagine, you’ve seen how
many phone calls we take, which you presumably see at other
places, and it’s actually just trying to think “"Well don’t look at the
other calls below, just do one at a time”, because you can’t do
two calls at a time, so ..Because the thing is if you don’t get
through them quickly, you then get people saying you’re not
answering and you know it’s going to cause aggro. [S, 13: 9]

Reception staff were on the whole very favourable towards Advanced Access,
as interpreted within their own practice:

(Receptionist) My hand on my heart it's a lot, lot better. The last,
the other system, you used to get lots of verbal abuse on the
phone because if they wanted to see a doctor on that day, if it
wasn't an urgent problem the chances are they probably wouldn't
be seen for you know 3 or 4 days. Which is the norm at the
doctor's surgery that I go to. [S, 1:7]

Receptionists were very positive about the immediacy of appointment giving
as this reception manager explained:

[Reception manager] they ring up now and you say 'I can give
you an appointment at 10 o'clock,' and they think 'Oh,' you know.
When you first did it, I used to love the shock reaction of people's
faces when they walked in if I was on the front desk and, you
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know, 'T want an appointment today,' I said 'Yeah, I can give you
one,' it's 'Oh, oh,' you know. [S, 2:4]

One area of stress or frustration which the reception staff experienced, in
common with receptionists in the control practices was around patients who
manipulated or worked the system. They also felt some tension when the GPs
appeared to collude in these rule breaking activities, thereby undermining the
access system:

13:(rec) And they do find a way of manipulating it as well,
certain ones that are very hardcore.

JB: How do they do that, can you elaborate on that?

13: Well, there are certain ones ... of Dr X who will know
exactly when he’s in and come in before the surgery starts, walk
in and then cause havoc and “"He normally does this”, so ...

JB: Right, so make a bit of a fuss and ...

13: Yeah. Two of them, one of them was in today, came in
at quarter past eight, knew he was here and so he saw them
before he sort of started, so they know when he’s here and things
like that, and because of his nature he will do that, which then
just reinforces the fact that we’ve told them lies and they know
they can come in again. [S, 13: 5]

The GP experience

GPs tended to be mixed in their satisfaction with the access system, perhaps
understandably those who had championed Advanced Access were especially
positive. There was also a sense that GPs appreciated the way Advanced
Access managed the demand, this was especially vivid for one GP who felt
that the ‘burden’ of demand was more equally shared out:

(GP) our lists are now becoming much more contained so we’re
not doing 25, 30 patients while the flexible careers have got 2
patients....so that’s spreading the workload so that’s been going
on now for about a year and patients are gradually starting to
drift away from our list and Dr Hs list. They can still, they can
still ask for me, some patients like a lady this morning she’s tried
5 mornings on the trot to get me. [S, 12:2]

Part of what Advanced Access practices had done was to relocate some of the
demand pressures away from GPs and onto the reception staff, as the same
GP acknowledged:

(GP) I mean it’s taken a lot of stress off me, I just, it’s so nice
coming in and seeing an empty surgery and thinking well maybe
no-one will book in you know (laughs) it’s a dream I know but I
mean.... But you know just to come in and just see this massive
solid block of patients you know oh god 100 patients in there.
You know you can’t escape or change anything, if you wanted to
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do something there’s no way you can do it because there’s 20
people that all have fixed in their brain that’s their day. That has
been such a godsend you know [S, 12:15]

Whilst GPs recognised some of the problems that the Advanced Access and/or
same day booking system had produced most felt that it was such an
improvement on the previous system used that they would be reluctant to
change the system.

(Practice manager) The doctors don’t want to change back. I
mean, we obviously have complaints, and I've just recently done
the complaints audit, and last year we had five complaints about
the appointment system, which I think in a year with seven
thousand patients isn’t bad. [S, 11:8]

Telephone system

The nature of the work and the temporal patterning of activity placed
particular pressure on the telephone infrastructure of the Advanced Access
practices. Staff and patients were often acutely aware of problems associated
with getting through to the practice, and this appeared to be an inevitable
feature of the sheer volume of calls focused on peak activity periods (e.g.
Monday mornings), as this GP explained.

(GP) One of the biggest problems is patients actually getting
through on the phones. You have like a hundred calls an hour, or
even more, especially first thing on a morning. The constant
feedbacks that we get, even from our patient questionnaires, is
people trying up to 20 minutes, 25 minutes to get through on the
phones, and it's just a volume kind of situation and it can be very
difficult for the receptionist to, you know ... people get frustrated
on the phone. [S, 3:2]

One of the practices had introduced a cascade system which allowed incoming
calls to be routed through a series of connected telephones and this typically
ensured that those patients who go through were answered on the first or
second ring. However patients still experienced problems getting through and
this was a source of complaints:

(Patient) It'll be engaged a long time. So whether that is that
they've only got one line in, I suppose, but a few lines would be
quite good. It’s just at that time. And then you choose your
options, but you choose your options and then there’s a delay so
sometimes you think, oh, I'll put the phone down and try again,
then, because you don't believe you've actually got through to
anything. [P, 49:7]

The Advanced Access practice that was located within the health centre
experienced particular problems because it was tied in to using the health
centre telephone system. This meant that it could not expand the provision of
lines and this caused problems (notably the lines crashing completely when
they first adopted Advanced Access). The telephone system was a massive
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source of frustration for some patients, but not by any means all, as these
contrasting quotes show:

(Observation) The man hung up in the end but as soon as he got
through he started to complain about the phone saying he had
been ringing constantly, not being able to get through and then
putting the phone down. When I explained to him that if you
keep putting the phone down then you go to the back of the
queue and really he needed to stay on and at this point he just
put the phone down on me and he never got to make his
appointment [Obs,JB, 3:9]

(Patient) it’s actually quite easy to get through, they've got a
direct line now to each individual practice I think, so you don’t
feel a sense, ...[of having] to wait for someone else to answer,
having had to wait for them. 1It's a lot easier. I found it a lot
quicker now they’ve got a direct line. [P, 14:1]

12.6.2 The practice experience - control practices

The control practices, as described, adopted mixed access systems which did
not prioritise same day or soon-pre-booked types of appointments. In
contrast to the Advanced Access practices, reception work in the control
practices entailed booking (and managing) appointments further ahead, and
managing the pool of urgent patients each day. This made the access system
complicated and frustrating as the practice manager below pointed out:

(Practice manager) I think that the ... the appointment system
that we run at the moment is already extremely complicated, you
know, because of the way we, you know ... and we’ve made it
that way ourselves. And it ... and I know it does cause huge
frustrations to the receptionists. [S, 19:22]

Temporal patterning of activity

The control practices were busier in the earlier part of the week, like their
Advanced Access counterparts, but the workload was more evenly spread
during the day. Unlike the Advanced Access practices there did not seem to
be the same volume of telephone calls concentrated in the early morning
period.

Stress and conflict in reception work

Whereas some of the stress and conflict in the Advanced Access practices
centred on issues related to continuity, one of the key problems for reception
staff in the control practices was managing the pool of urgent work. In the
practice that ran an open clinic patients were seen on “a first come first
served” basis which meant that during these surgeries the waiting room could
be quite full and waiting times high. In two of the other practices the build up
of patients waiting, sometimes for long periods, in the waiting room was often
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exacerbated by the shorter time allocated to these urgent appointments,
sometimes causing these surgeries to over-run [Obs, JB, 7:12], and this
caused frustration amongst patients and created stress for staff:

(Observation) Spoke with young man in waiting room who had
brought his young daughter in but did not have a formal
appointment, he explained that he had come along at 3:00 but
the practice told him they didn't open until 3:30, he was
frustrated that he had to come back and wait to be seen. He felt
it was unfair that they always saw those with formal
appointments before they saw anyone else, he may have to wait
an hour or more whereas if they saw him sooner then the person
with an appointment would only have to wait an extra 5 or 10
minutes ... Stressed that he liked the doctors here but felt that
something needed to change, 'for when you don’t know you’re
going to be ill’. [Obs, JB, 7:22]

Managing DNAs

One area of work that was very different for the control practices was in the
management of DNAs (patients who did not attend). By virtue of their same
day and soon pre-book systems the Advanced Access practices experienced
far fewer DNAs than the control practices. The frequency of DNAs in the
control practices meant that reception staff often had to take on the task of
admonishing and ‘educating’ patients who had failed to attend.

(Observation)

Rec [informs client they missed a smoking clinic appointment
earlier this week]

Pt [denies knowledge of the missed appointment]

Rec Well you did have an appointment, I remember because I
booked it for you [an appointment is booked for next Monday
with the practice nurse]

Receptionist turns to me following the phone call; She never even
apologised, I remember booking the appointment and she never
even apologised, I don't understand it. She’s booked another one
and I'm not sure they’ll come to that. The thing is that’s a 15
minute appointment as well. Drs and nurses do get frustrated by
it. We do write to them but we're a bit soft [I ask at what point
they write to the patient]. I think we write to them after about 3
or 4 DNAs [Obs, JB, 4:9]

The frequency of DNAs was frustrating for reception staff, who invested
considerable emotional energy on these cases and felt that these appointment
slots were wasted unnecessarily:

(Receptionist) when you’re really desperate for appointments, it
makes you cross. You think ah, why couldn’t they damn well
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phone, just pick up the phone and say 'I won't be coming.’ [S,
22:8]

Reception staff at three practices were concerned about the higher rates of
DNAs and this represented a form of ‘emotional labour’ (Hochschild
1983;James 1992) for them, a source of stress and frustration, and some
dissatisfaction. DNAs were an issue, along with filling cancellations, which
they had to actively and pro-actively manage. The comparatively lower
numbers of DNAs at the Advanced Access practices meant that this type of
emotional labour/task was strikingly absent.

At one control practice staff were clear that the access system was patient
and service led. In essence it was an attempt to balance the demands of
patients against the needs of the GPs, as this GP explained the access system
had evolved in part to allow GPs to take some control over their work:

(GP) we do want to offer a reasonable service but on the other
hand to a certain extent, well we have to protect ourselves and
we’ve all got families and we all you know, so although we want
to offer a reasonable service we’re not prepared to sacrifice our
own lives really [S, 17:5]

In many respects this quote echoes the comments made in 0 by a GP and it is
interesting that these two GPs, one from an Advanced Access and the other
from a control practice, are both satisfied that the access system they use has
allowed them to gain control/balance over their work/professional practice.

12.6.3 The practice experience - summary

The senior staff at the Advanced Access practices felt that Advanced Access,
or the version of Advanced Access they were using, gave them a high degree
of control. They acknowledged some of the problems for patients but the lack
of a formal backlog was described by one GP in terms of a psychological
burden being lifted.

The most striking contrast between the working environments of the two
types of practice was the frustration felt by staff at control practices at the
high numbers of DNAs that their practices experienced. It was striking that it
was the receptionists who felt this frustration more than other members of
staff. The staff found it extremely frustrating to have people DNA when others
were requesting appointments that were not available.
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Section 13 Access facilitators

13.1 Access Facilitators — qualitative interviews

As part of the evaluation of Advanced Access we set out to understand how
practices had introduced and managed the new appointment system. During
the early stages of the research project we established contact with Access
Facilitators at the twelve PCTs facilitating the research. It became apparent
that the facilitators could provide valuable data, particularly in relation to the
following research themes.

13.2 Research questions

e How had practices implemented the Advanced Access system?
e What motivated practices to employ Advanced Access?

e What successes and problems had been encountered in the different
PCTs?

¢ How had the policy been practically implemented at particular sites?

13.3 Methods

When the research started many of the Access Facilitators had left their roles,
which were no longer funded, and either worked elsewhere in the same PCT
or had moved on to different employment. This shaped our selection of
interviewees as we no longer had contact details for those who had moved on
to different PCTs. We were able to contact 6 Access Facilitators and arrange
interviews. The 6 interviewees were split neatly between urban and rural,
three of each.

Facilitators were invited to participate via an initial contact letter and then
interviews were arranged at PCT offices. All facilitators who were contacted
agreed to be interviewed. Interviews were semi-structured and lasted
between 40-60 minutes. Five facilitators consented to digital audio recording
of interviews and one consented to hand written notes being taken during the
interview. The qualitative research associate conducted all the interviews. All
interviews were subsequently transcribed and anonymised.

Analysis followed the same method outlined in more detail in the main
qualitative methods section and employed the comparative method developed
by Glaser and Strauss(Glaser & Strauss 1967) and subsequently by Strauss
and Corbin.(Strauss & Corbin 1988) Data were then organised into codes and
categories and subsequently re-analysed using the iterative, cyclical process
central to qualitative research (Pope & Mays 1999). A qualitative software
analysis tool, ATLAS.ti, was used as an aid to data management and analysis.
The emergent themes from this process were linked back to ideas developed
in the research literature and the research questions for the main study. The
two qualitative researchers discussed these themes and developed them with
other members of the research team.
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13.4 Results

13.4.1 Access facilitators — Roles and Responsibilities

Access Facilitators were employed by the PCTs but the funding for their roles
was provided by the NPDT. Initially the facilitators provided support to the
‘core’ practices who had made a formal commitment to introduce Advanced
Access; once these practices were up and running the facilitators then started
a dialogue with all practices within their PCT and assisted those who decided
to introduce Advanced Access.

Facilitators assisted practices in a number of ways: measuring capacity and
demand; providing advice on matching capacity and demand; running
collaborative workshops with key personnel from the local practices to
disseminate good practice and innovation; providing logistical support for
practices to work down their backlogs; practical support and advice for
practices running PDSAs.

Access facilitators were generally positive about the introduction of Advanced
Access and their role within the process. They felt that most practices that
had used Advanced Access had got significant benefits from the system,
particularly in relation to the staff working environment which they felt was
more relaxed.

13.4.2 Measuring demand and capacity

One of the key aspects for the facilitators was to illustrate to practices that
patient demand could be met by the practice using it’s capacity to better
effect. The comments by the facilitators below show that the biggest
challenge was to convince key personnel from the practices that demand can
be measured and managed by the practice.

AF2: An important figure for me was that I think it’s something
like between 5-7% of people in a local population will need to see
their doctor at any one time, the thing was that GPs thought it
was limitless, however much they managed to increase the
contact time they would not be able to satisfy demand but when I
was able to say that it was always going to be within this certain
figure then it seemed to change them slightly, I found this quite
powerful, it really made them stop and think ... I found that using
statistics and particularly making bar charts to show them
mismatches between demand and supply really had an effect on
them. I was able to get their interest and attention with these
tools. [48:10]

AF3 (8:39): What, you know, what they had to do to start with
was to measure their demand against their capacity. That was the
first key measure. And when they did do those measures, all of
them, there wasn't one that didn't have enough capacity ... but
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what they were doing was embargoing slots so they were
blocking off slots each day and releasing them at the last minute.
[50:8]

13.4.3 The Collaborative method

Part of the role of Access Facilitators involved encouraging practices to work
collaboratively, via national, regional and local workshops and training days.
The facilitator below articulates the positive aspects of this approach

AF3 (15:30): ..so they learn from colleagues throughout the
region, sometimes nationally with national speakers, so that they
can compare. I also used to hold, um, um, "sharing" sessions,
sharing of good practice sessions in XXXXX XXXXXX so that the
practices could get together because that doesn't tend to happen
a lot.

JB (15:48): So this was, this has happened, this sharing idea has
come about through the Advanced Access programme? And has
that been quite effective?

AF3 (15:57): Yes, I was really pleased with that because I don't
think it's something that happens very often, and it was nice for
the receptionists to get together with other receptionists too
which they don't normally have time to do. They don't get time
out, and one or two of the GPs that were operating it successfully
and quite quickly, because they picked up all the knowledge
quickly, invited other practices to come and see how it worked,
which was great. [50:23]

Where some facilitators found the collaborative approach difficult and had
difficulty recruiting practices to participate, all the facilitators were able to
identify positive outcomes from the process:

AF (16:22): I was also kind of under orders basically to hold a 6-
8 weekly sort of discussion forum for all my practices involved,
um..

INT (16:41): ....and was that face to face?

AF (16:42): That was locally. We'd all get together over lunch.
Um. There was a hard core of people that you knew would always
attend. Um. There was one practice that actually said at the very
beginning "no I'm sorry, we're not going to take part in that" Um
... I hated these meetings, I really did. (accompanied by laughter)
It's sort of like getting blood out of a stone and there was a fair
bit of, sort of, not aggro. directed towards... well it was actually
towards me but it wasn't meant for me, it was just about the
whole process and that, but I have to say that I think everybody,
you know, on several occasions, people went off and did
something because of what they'd heard about in that forum.
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13.4.4 Two models of Advanced Access

The access facilitators all defined Advanced Access as a dynamic model that
involved changing the way in which patients accessed and practices delivered
primary care. Facilitators described the value of reducing face to face contact
where possible by increasing the use of phone consultations for minor issues
such as enquiries about medicines and prescriptions, and by using GP and
nurse triage. These factors, along with measuring and responding to patient
demand on a regular basis, were at the heart of the Advanced Access project.

The data from the access facilitators indicated that there was a struggle
between the dynamic model of Advanced Access promoted by the facilitators
and a model with a higher degree of rigidity that a number of practices
employed. This struggle was most evident around the issue of embargoed
appointments where many practices reserved around 70% of their
appointments for the same day. Facilitators identified a change in policy by
the NPDT as being a significant factor in shaping this struggle around the
methodological techniques of Advanced Access.

AF1: Um, the whole... kind of ... philosophy of Advanced
Access suddenly began changing. I mean when we were first
appointed you know we were told.... um, I could not get my
head, from day one, around how you could you maintain your on
the day appointments without some form of embargoing. Um and
that was, I think that was actually being sort of you know you
were told that that was how it happened. They were released on
the day at the very beginning but that... but within about 3 or 4
months that actually changed quite swiftly but no real explanation
was given as to how you could.... you know from day one I was
asking how can you preserve them without some form of
embargoing. Um....I don't think there was enough ...there was a
lot of emphasis on PDSAs, which are important, but I actually
think the key to all of it is capacity and demand management and
I think that that is the bottom line and I think it probably took me
about a year to understand that and it's something that when I
took on practices later on that was very much my emphasis to
them. I mean obviously, yes do PDSAs but I think, you know,
that that is the nuts and bolts of it, it is all down to that. [49:25]

The tension between the different conceptions of Advanced Access and the
perceived shift in policy was something the Access Facilitators continued to
struggle with throughout their period of employment in the role.

AF5:  And I think people still are a little bit unclear about what
Advanced Access is ..What we are trying to do is get patients
away ... surgeries away from limiting access, which is ... they
seem to go from one to the other ...

INT:  Right.
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AF5: .. that they give as much access and will let you book as
far in advance as you want, to only same day, which is something
we totally are against. You shouldn’t limit, you should give a
good mix. And that’s what Advanced Access is all about really,
getting the balance right. [52:23]

Bound up with the idea of Advanced Access is a guiding principle that GP
demand is not infinite, it is a relatively stable entity and its level and temporal
fluctuations can be measured and adjusted for using the tools of Advanced
Access. However, a number of Access Facilitators identified a reluctance by
practice managers and GPs to fully embrace this philosophy. This reluctance
contributed to the adoption of a more rigid system dominated by same day
appointments.

INT (28:36): Do you think in general practices have adopted a, a
...or practices who use Advanced Access now have adopted a
different approach, a different mindset so that they see demand
as, kind of finite, or do they still see it as, sort of, infinite
demand....?

AF (28:56): They still see it as infinite.

INT (28:57): Do they?

AF (28:58): Yes.

INT (28:58): That's interesting.

AF (28:59): Yes, I think the majority of them do, actually.

INT (29:2): And they still see that's something they've got to,
kind of, cap and...

AF (29:7): .. And, and that, that is why a lot of practices
embargo because that is their control mechanism. [49:21]

13.4.5 The Impact of DESA targets on the introduction of
Advanced Access

A number of the facilitators also saw the government access targets,
introduced as part of the Direct Enhanced Service on Access, as shaping the
way in which the Advanced Access programme was adopted by the practices.
On the one hand many of the Access Facilitators described using the targets
as a means of selling Advanced Access as a method that would enable them
to reach their access targets. However, facilitators also felt that targets
contributed to a narrower, rigid perception of Advanced Access. The
emphasis on making sure that patients could see a GP within 48 hours led to
a focus on the use of same day booking systems as the main method of
ensuring the DESA targets were met

AF4 (3:10): I defi.....well I think, um, the hard bit was, was the
access targets behind it really. Um you know if it..... they, they
saw it as something that they were being, the majority, were
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being um told that they would have to do. So rather than actually
seeing it as a stand alone quality improvement measure, they
saw it as, as, as, a government sort of thrust, a government push
and this is something, you know, they're leading us down this
path and making us do it. So that, that was the main barrier was
getting, getting over that and actually getting them to realise well
actually there are, you know, if you get it right, there are some
gains, there are gains for patients and there are some gains for
you. [51:22]

AF4 (6:2): Um, I think a lot of practices misread the targets in
many ways, you know, there was "patients must be seen within
24/48" um, hours, so they kind of sort you know gathered the
flock up and sort of forced them into, into their little holding pens
which was this day and that day, asking people to ring back once
all the appointments had gone, or ring back the following day, um
... that sort of um, you know that, that kind of herding and rather
controlling it, rather than, than actually doing, meeting patients
needs. So it did become overly focused on that thing of like
booking on the day [51:23]

Access facilitators all expressed a vision of Advanced Access that was dynamic
and responsive to patient needs, a package of measures and techniques that
fundamentally changed the way that practices engage with their patient
population. However, many described a struggle to get practices to embrace
the total vision of Advanced Access, with many ‘cherry picking’ certain aspects
of the policy and negating other elements. It should also be noted that all
facilitators described at least one exemplar practice, a practice who had taken
the whole Advanced Access programme and implemented it in a way they saw
as being true to the model of Advanced Access.
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Section 14 Discussion

This discussion has several sections. The first summarises the main findings in
relation to the research objectives. This is followed by a discussion of the
strengths, limitations and methodological issues relevant to each of the
component sub-studies. The third section reviews other research about
Advanced Access, most of which has been published during the course of this
study, in order to compare and contrast the findings from this study. The
fourth section discusses the implications of the findings for patients and
practices, policy, and future research. The fifth section makes
recommendations for practices and policy makers, before the final conclusion
to the study.

14.1 Synthesis of findings in relation to research
objectives

The overall research aim was to evaluate Advanced Access in general practice
and to assess its impact on patients, practice organisation, activity and staff.
This was achieved through a number of sub-studies. The following section
synthesises the main findings from these sub-studies in relation to each of the
research objectives.

14.1.1 To describe the range of strategies that general
practices have employed to improve access to care

Information about this objective came from the initial survey of practices and
also from the observation and interviews conducted in case study practices

Survey of practices and selection of study sites

This involved a postal questionnaire survey of all practices in 12 PCTs which
were representative of the English population. The results show that the
majority of practices had adopted at least some elements of the Advanced
Access approach. Those practices which had implemented Advanced Access
were working in a range of settings and had similar characteristics to
practices not operating Advanced Access. The practice survey also
demonstrated the wide range of innovative measures that practices, whether
or not they operated Advanced Access, had introduced in an attempt to
improve access to care for patients.

Although most practices claimed to operate Advanced Access, fewer than half
of these appeared to be following all of the principles and strategies that are
central to the Advanced Access approach. Conversely, many of the practices
which did not describe themselves as operating Advanced Access used some
of the same ideas (although not necessarily as a result of the Advanced
Access initiative).

It is notable that some of the strategies that have been promoted to improve
access had not been widely implemented. Surprisingly, practices operating
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Advanced Access did not appear to make greater use of skill mix.
Technological approaches to improve access such as email consultations and
advice on practice web-sites were rarely used.

In this study, Advanced Access practices embargoed a higher proportion of
doctors’ appointments until the same day than non-Advanced Access
practices. There was no evidence in this study that practices operating
Advanced Access offered more appointments in total.

Observation of case study practices

Eight practices (four Advanced Access and four control) were purposefully
selected as case studies. Patients and staff in these practices were
interviewed and access to care was studied using direct observation within an
ethnographic approach.

A number of different factors motivated the decision to introduce Advanced
Access in the practices that did so, including perceptions of problems with the
previous appointments system and the incentives offered by the DES on
Access. Three of the four Advanced Access practices operated systems where
most appointments were only available for booking on the same day,
although some practices had become more flexible over time about allowing
pre-booked appointments, partly in response to negative patient feedback. It
was notable that the defining characteristic of Advanced Access for most
practices (whether or not they operated Advanced Access themselves)
seemed to be that appointments were made on the same day, rather than
that patients should be seen when they wished.

Several of the practices which did not introduce Advanced Access took this
stance because they also characterised it as a system which only allowed
people to be seen on the same day, and they believed this would not suit
their population or would disadvantage particular groups of patients.

The staff in both Advanced Access and control practices appeared to assume
that demand would exceed supply and so had to be capped, in contrast to the
assumption of the Advanced Access model that access was predictable and
manageable. Murray points out that it is a truism of the quality improvement
movement that ‘every system is perfectly designed to get the results it gets’
(Murray 2000). The systems in both Advanced Access and control practices
appeared to be designed to limit access. In the case of control practices this
was due to the wait for an appointment, but in Advanced Access practices
demand was limited by the pressure to telephone the practice early in the
day, and by the lack of flexibility in when appointments could be made.

There were important contextual factors which influenced whether and how
practices organised their appointment systems. There was a sense that
practices designed systems that they felt worked for them. These included
factors to do with the local population, the building or the local geography.
But it also included factors in the history of the practice, often as a reaction to
problems generated by the particular ways of working of different doctors,
sometimes including the attitudes or working styles of doctors who had long
since retired.
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Receptionists in both Advanced Access and control practices used a variety of
strategies to overcome the problems they experienced when unable to offer
patients suitable appointments, and it was evident that this was a process of
negotiation with patients that allowed considerable discretion on the part of
the receptionists. In some cases this introduced an element of opacity or
allowed ‘unwritten rules’ to operate in the appointment system. The ways in
which receptionists operated their discretion reflected their underlying
attitudes about the needs of particular individuals or groups of patients. There
were several examples of moralistic language, where receptionists talked
about people ‘deserving’ an appointment, or ‘abusing’ the system and some
patients’ claims to urgent status were given more credibility than others. Most
receptionists gave accounts of people getting ‘wise’ to the system, knowing
what to say or knowing the best time to ring to secure an appointment.

Patients also learnt certain behaviours, such as volunteering medical
information, asserting themselves, exaggerating the urgency of their problem
or just turning up at the practice and demanding to be seen, in response to
systems which did not meet their perceived needs. These findings are
consistent with previous research.(Gallagher et a/, 2001)

The appointment system had a marked effect on other aspects of the
practices’ work. In Advanced Access practices there was a clear and strong
temporal patterning of work over the day, with considerable stress on the
telephone system and the receptionists early in the day. By contrast, in
control practices there was discussion about the problems generated by
patients who failed to attend appointments.

Patients expressed different sources of satisfaction and frustration with the
appointment systems in Advanced Access and control practices. In Advanced
Access practices, patients complained about the inflexibility and apparent
illogicality of the system, but appreciated the speed of access. In control
practices, patients expressed frustration with the wait for an appointment.

Amongst staff, receptionists in case study practices seemed more satisfied
with the appointment system in Advanced Access practices (although this
finding was not supported in the survey of staff in all practices - see section
11.4.6). In most of the Advanced Access practices there was also at least one
doctor who was enthusiastic about Advanced Access and who acted as
‘product champion’ for the change, but some doctors were more ambivalent.
Staff in control practices tended to emphasise how they felt their appointment
system had developed organically to meet the particular needs of their
practice and population.

14.1.2 To determine the impact of Advanced Access on the
wait for an appointment, continuity of care, practice
workload, and demand on other NHS services.

The issue of the wait to get an appointment was addressed in two sub-
studies: the study based on contacting the practice to make an appointment
by telephone (section 7) and the survey of patients (section 8). The findings
from these two studies were remarkably consistent.
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Wait for an appointment: telephone survey

We attempted to contact each practice by telephone, posing as a patient
wishing to make an appointment, on 11 occasions at monthly intervals and at
different times. If practices were engaged we called again at 2 minute
intervals, for up to 6 calls if necessary.

It was possible to make telephone contact with practices within 6 calls on
97% of occasions, but the researcher was more likely to be able to contact
the Advanced Access practices than the control practices (98% and 92% of
attempts respectively, p=0.002). There was no difference in the length of
time spent telephoning to obtain an appointment (median 3 minutes at both
types of practice).

Although the researcher could nearly always contact the practice, on only
85% of occasions were they able to book an appointment, with no evidence of
difference between Advanced Access and control practices. However there
was a tendency for the practices to behave differently when they were unable
to offer a routine appointment, with Advanced Access practices being more
likely to ask the researcher to phone back the next day, and control practices
being more likely to tell the researcher to turn up at the practice and wait to
be seen.

When asking to see any doctor, it was possible to make an appointment on
the same day on 53% of occasions at Advanced Access practices and 34% of
occasions at control practices (p= 0.062). The median wait for an
appointment was the same day in Advanced Access practices and the next
day for control practices, and the median wait for the third available
appointment was one day and two days respectively. The median length of
wait for a first appointment with a particular doctor was two days in both
Advanced Access and control practices.

It is notable that both types of practice in this study failed by a large margin
to achieve the NHS Plan access target of offering a routine appointment within
two working days. Advanced Access practices met this target on 73% of
occasions and control practices on 65% of occasions (p= 0.347).

The researcher disclosed their identity during only 15% (77/507) of calls, so
the responses obtained in this study are likely to be representative of the
experience of real patients.

Survey of patients attending the surgery

This survey is described in more detail in relation to the next objective, but
provides some data about the delay to obtain an appointment. Patients
responding to the survey in Advanced Access practices were more likely than
those in control practices to be seen on the same day as they contacted the
surgery. In Advanced Access practices, 57% of patients were seen the same
day, and 75% were seen within two days. In control practices 32% of patients
were seen the same day and 57% within two days. Note that these figures
are not equivalent with the NHS Plan target or the results of our telephone
survey (section 7.4.6), since patients in the survey may have chosen to wait
longer for an appointment for reasons of convenience or to see a particular
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doctor. Overall, patients in Advanced Access practices were seen sooner than
those in control practices, after adjusting for important confounding variables
at patient and practice levels (p<0.001).

Continuity of care

Data were collected about 114,675 consultations conducted with 5541
patients in 47 practices. This included all consultations over a period from at
least a year before and at least a year after the practices introduced
Advanced Access, or the same period in matched control practices.

There was no evidence of any difference between Advanced Access and
control practices in continuity of care, either for surgery consultations with
GPs or if all types of consultations with doctors or nurses were considered.

A question about continuity of care in the survey of patients consulting the
practice also revealed no difference in the experience of patients in Advanced
Access or control practices.

However in the qualitative work at the case study practices continuity of care
was a common theme in many interviews with both patients and staff. Many
patients commentated on the importance to them of an enduring doctor-
patient relationship, but for others this was not important at all. Staff in both
Advanced Access and control practices highlighted concerns that an excessive
emphasis on speed of access could have a detrimental effect on continuity of
care. Both patients and staff treated speed of access and continuity of care as
values which could be traded off against each other, and the outcome of this
trade-off would depend on the nature and seriousness of the problem.

Continuity of care was a tension in both types of practice for different
reasons. In Advanced Access practices, patients sometimes accepted an
appointment with any doctor to avoid having to phone again another day. In
control practices, patients often accepted an appointment with any doctor
rather than have a long wait for their preferred doctor. All of the control
practices also kept ‘urgent’ appointments, which often accounted for a large
proportion of the total workload, and the use of these restricted choice of
doctor.

There perceptions from both patients and staff about the impact of Advanced
Access on continuity of care do not appear consistent with the quantitative
findings. Some possible explanations for this discrepancy are discussed in
section 14.2.2.

Practice workload

We conducted an audit of practice capacity (number of appointments
available), workload (number of patients seen) and DNA rates in 47 practices.
Only 38 of these practices were able to provide reliable data before the
introduction of Advanced Access in order to contribute to a before-and-after
analysis.

There was strong evidence that both Advanced Access and control practices
were providing more appointments and seeing more patients in the ‘post’
period (2005) than they had been doing in the pre-period (2001 -2003,
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varied in different practices). There was no evidence to suggest that this
increase in capacity and workload had been any different in Advanced Access
or control practices. There was no evidence that Advanced Access practices
had increased skill mix by delegating more of their appointments to staff.
There was a suggestion that Advanced Access practices had increased the use
of telephone consultations than control practices. The crude estimates also
suggested that DNA rates had declined (from 4.3% to 3.4% for appointments
with a GP in surgery) in Advanced Access practices and had not changed
(4.8% before, 4.7% after) in control practices. However the findings about
telephone consultations and DNA rates could well be due to chance, in the
light of the small sample of practices and high variability between them.

Impact on other NHS providers

Information about the impact of Advanced Access on other NHS providers
comes from the patient survey and non-user survey (sections 8 and 9). It was
hypothesised that if patients were unable to obtain appointments at Advanced
Access or control practices they may be more likely to use other NHS
providers such as NHS walk-in centres or GP out-of-hours providers. There
was no evidence from the patient survey of any difference between the two
types of practice in patients’ use of other NHS services. In the survey of
people who had not consulted recently in general practice there was some
evidence that people registered with Advanced Access practices were more
likely to have consulted an NHS walk-in centre, an A&E department, a
pharmacy or another general practice than those registered with control
practices. However the numbers of respondents indicating these consultations
were small and confidence intervals for these estimates were very wide so
these findings should be interpreted with caution.

14.1.3 To explore the perceptions of different groups of
patients, including both users and non-users of services,
about the accessibility of care and their satisfaction with
access to care in relation to different models of
organisation.

Surveys were conducted amongst patients attending the practice and
amongst people who were registered with the practices but who had not
attended in the previous 12 months.

Survey of patients attending

Consecutive patients consulting in 47 practices were invited to complete a
questionnaire in the waiting room and 10821 people did so, with an overall
response rate of 84% (10821/12825). It was notable that most consultations
were not for acute problems, with 70% of people having had their problem for
at least a few weeks.

The most important factors for patients in making an appointment appeared
to be being able to choose to book an appointment on a day of their choice,
followed by being able to book as soon as possible, being able to see a doctor
rather than a nurse and being able to see a particular doctor. However these
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preferences varied considerably for different patient groups. Elderly patients
and those with chronic illnesses placed greater priority on seeing a particular
doctor, while younger patients put greater priority on being seen on a day of
their choice and being seen as quickly as possible. Women placed relatively
more importance than men on seeing a female doctor or nurse. Patients who
were in employment placed more importance on being seen on a day of their
choice and being seen at a convenient time compared with patients of other
employment status.

Patients in Advanced Access practices were no more likely than those in
control practices to say that they had obtained their current appointment on
the day of their choice or to say they were seen as soon as they wished.
Patients in Advanced Access practices were also less likely to say they had
been able to book the appointment in advance.

However, when asked about their usual experience of making appointments,
patients in Advanced Access practices stated they were able to make an
appointment with a particular doctor more quickly than those in control
practices, and they rated this more highly. Similar findings applied to making
an appointment with any doctor, and also the experience of asking to see a
doctor urgently.

Apart from this finding, there were no important differences between the
experiences of patients in Advanced Access or control practices. In particular
there were no differences in satisfaction with other topics such as the
receptionists, practice opening times, waiting times in the surgery, getting
through on the telephone, speaking to a doctor on the telephone, continuity of
care, communication in consultations, enablement, overall satisfaction with
the practice or with the appointment system.

Non-user survey

A postal survey was conducted to seek the views and experiences of patients
in the case study practices who had not had a consultation with a member of
their general practice team in the previous 12 months. It showed that an
important minority of patients had wanted to make an appointment in general
practice but had not been able to, or had not tried to make an appointment
because they thought this would be difficult. Patients in Advanced Access
practices appear to have had more difficulty making appointments than those
in control practices, and the nature of these difficulties was also different.

Patients in Advanced Access practices were more likely to have experienced or
to have anticipated difficulties in contacting the practice or in getting an
appointment at a convenient time. Patients in control practices were more
likely to have experienced or to have anticipated difficulties in getting an
appointment within a reasonable length of time.

These findings are based on the relatively small number of patients who had
not been able to make an appointment, so they must be interpreted with
caution.
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14.1.4 To explore the trade-offs that patients make
between speed of access, continuity of care and other
factors when making an appointment in general practice.

We used the discrete choice experiment method to assess the relative
importance of four generic attributes of general practice appointment
systems, the trade-offs between attributes, the impact of different conditions
on preferences for appointment systems and whether different patient groups
have different priorities. We also illustrated how the results can be used for
policy analysis. In brief, and in order of importance, the average respondent’s
propensity to prefer an option for booking an appointment for an acute, low
worry condition was determined by:

e seeing a doctor of choice (continuity of care);

e booking at a convenient time of day (convenience);

e seeing any available doctor rather than a nurse (continuity of care); and
e appointment time sooner rather than later (access).

These findings suggest weak evidence that patients’ are more likely to trade-
off continuity of care for convenience and less likely to trade-off continuity of
care for access.

On the other hand, when booking for an ongoing, high worry condition the
average respondent’s propensity to prefer an option was determined by the
same order of attributes as listed above but in addition the duration of the
booking slot was also of value. In this case patients’ were more likely to
trade-off access for continuity of care and less likely to trade-off convenience
for continuity of care.

When the models for acute, low worry and ongoing, high worry conditions
were compared we found evidence that continuity of care is more strongly
preferred for an ongoing, high worry condition and quicker access more
strongly preferred for an acute, low worry condition.

These findings at first glance seem at odds with those from our Patient
Survey. In that survey almost all the groups studied indicated the top priority
given to factors considered important when making an appointment was being
seen on the day of choice and this was more important than being seen by a
particular doctor or nurse (see section 8.4.7). But this can be easily
explained. It is important to remember that these data are not comparable
since the basis of the valuation is different. Without relative weights being
attached to different criteria it is not possible to consider them simultaneously
or to consider how different combinations may affect responses. This is the
essence of the nature of the response data collected in the Patient Survey
where the results for each booking factor are independent of each other. We
need both sorts of information but can only use choice-based priorities to
inform about priorities for resource allocation decisions.

Our findings are in broad agreement with those of Turner et al,(Turner,
Freeman, Baker, Tarrant, Windridge, Boulton, & Hutton 2005) Both appear to
support the ideas i) that patients are willing to make trade-offs between
access and other aspects of primary care appointments/consultations and ii)
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that the reason for the appointment indicates that patients have views on
when they need continuity or convenience. However, it is also important to
remember the differences between these studies; Baker et al were concerned
with continuity of care in the primary care consultation, our study focused on
the booking system itself.

More generally, the DCE study has demonstrated that patients have valid
preferences for how general practice appointments are organised and that
they respond differently depending on the nature of the presenting condition
and personal and practice characteristics. It is important that policy makers
take note of these preferences.

14.1.4 To explore the perceptions of general practitioners
and receptionists about the experience of working with
the NPDT and implementing changes to practice
arrangements designed to improve access.

The data in relation to this objective came mainly from the qualitative
interviews with staff in the case study practices and indirectly from the
interviews with the Access Facilitators. Contact with NPDT was in practice
through the local Primary Care Collaboratives.

Qualitative research at case study sites

It was noteworthy that while the Primary Care Collaborative and the PCT
access facilitators had some influence during the introduction of Advanced
Access, their involvement in shaping practice policy was significantly reduced
once the new appointment system was up and running. Similarly measuring
demand and matching capacity to demand were activities that were important
in setting up the system used by the practice but their role then tended to
became negligible once the system was established. It is worth noting that
many of the practice managers at Advanced Access practices felt they had
reached the limits of their capacity; they felt that their buildings and their
staff could not be moulded to deliver any further capacity. This directed
attention to controlling the numbers of people who could book at any one
time. There was only limited evidence of quality improvement approaches
such as the use of PDSA cycles, and little to suggest that the introduction of
Advanced Access was associated with learning an approach to quality
improvement which would benefit other aspects of practice organisation in the
way envisaged by the NPDT.

Interviews with access facilitators

Six PCT access facilitators were interviewed about their perceptions of helping
practices implement Advanced Access. Their reflections were very helpful and
tended to re-inforce our observations at the case study practices. The main
challenges were to persuade practitioners to re-think assumptions about the
supply and demand for appointments. The facilitators recognised that the
practices’ attempts to meet demand were sometimes frustrated by a lack of
infrastructure capacity (telephone lines, consulting rooms etc.) The facilitators
had to deal with confusion between the Advanced Access model, the access
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targets, and the appropriateness of embargoing appointments. They also
experienced difficulties in getting doctors to fully engage with the
collaborative process, and felt that practices tended to take some ideas from
Advanced Access but failed to embrace the complete model. On the other
hand, although these issues were all challenges, the facilitators remained
generally enthusiastic about Advanced Access and positive about their
experience of working with practices to introduce change.

14.1.5 To assess the impact of the above changes in
practice organisation on staff job satisfaction and team
climate.

This objective was addressed through a survey of staff (section 11). This was
conducted amongst the doctors, nurses, receptionists and administrative staff
in 46 practices, and 817/960 (85%) of staff responded. The survey included
validated questions about sources of stress in general practice, team climate
and job satisfaction.

The results show that generally doctors expressed higher levels of stress than
nurses, who were more stressed than receptionists/administrative staff. There
were few differences between Advanced Access and control practices in the
perceptions of stress experienced by any of the groups of staff, except that
doctors in Advanced Access practices were more stressed about the length of
their surgeries.

The Team Climate Inventory (TCI) is a validated measure of various aspects
of team-working and team culture, and three of the five scales from the TCI
were included in the staff questionnaire. The overall pattern of results was
that doctors and receptionists expressed more positive team climate scores in
Advanced Access practices compared with control practices, whereas nurses
reported lower scores.

There appeared to be a high level of job satisfaction for all groups of staff in
both types of practice. However doctors in Advanced Access practices had
slightly greater job satisfaction than those in control practices, with no
evidence of difference for nurses or reception/administrative staff.

14.2 Strengths, limitations and methodological
issues

14.2.1 Overall Strengths

There are several important strengths of this study. First, it appears to be the
largest study of appointment systems in general, and of Advanced Access in
particular, to have been conducted in the world. Unlike earlier case study
research, it is based on a study of the widespread implementation of
Advanced Access in representative general practices, rather than ‘early-
adopters’ of this approach (Pickin et al/, 2004).

Second, it involved a number of integrated research studies which enabled us
to explore research questions from a range of perspectives and using a range
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of methods. In particular, the qualitative and quantitative research
components were closely integrated, and were conducted by the same
research team and in the same practices. This process of integration and
complementarity enabled us to understand the relationships between context,
process and outcomes, and helped us to interpret and explain findings with
greater confidence than would have been possible from smaller isolated
studies.

14.2.2 Overall limitations

Selection of sites for the main evaluation

The practice survey, which was used as the basis for selecting practices for
the main evaluation, shows that there is considerable overlap in the
approaches used to improve access by practices which do or not describe
themselves as operating Advanced Access. Although the main evaluation was
designed to compare practices which operated Advanced Access and control
practices, it is clear that this is not a clear dichotomy. For these reasons, once
the survey of practices had been analysed, discussions were held with the
project advisory group and others about the approach to selecting practices
for the main evaluation. We decided that we should seek to maximise the
differences between the Advanced Access and control practices by selecting
Advanced Access practices on the basis that they both stated that they used
Advanced Access and also responded positively to the four questions about
key principles of Advanced Access. Control practices were those which stated
that they did not operate Advanced Access and also did not respond positively
to all four Advanced Access questions on the practice survey.

On one hand it could be argued that some of the ‘Advanced Access’ practices
may not have been operating Advanced Access in line with the model
advocated by the NPDT, but rather they may have given responses which
they thought were ‘acceptable’ on the questionnaire. It is impossible to know
if this is the case. On the other hand, it could be argued that some of the
control practices were operating most of the same principles as the Advanced
Access practices (some control practices responded positively to three of the
four questions about Advanced Access principles), even if they did not
describe themselves as operating Advanced Access.

It is important to recognise that any policy or model of organisation, including
Advanced Access, does not exist in the abstract, but has to be implemented in
real practices, and the way in which the policy is implemented will vary in
different contexts. There is a reciprocal relationship interaction between the
programme of innovation and the wider setting in which it takes
place.(Greenhalgh, Robert, Macfarlane, Bate, & Kyriakidou 2004) This process
of operationalisation is in itself an important aspect of this evaluation, and
one which is addressed in the qualitative case studies. The fact that the
practice survey suggested overlap between the strategies used by Advanced
Access and control practices has implications for the quantitative components
of the evaluation, as it will reduce the potential for detecting differences in
outcomes. However, by selecting practices which are as far as possible at the
extremes of implementation, this maximised the chances of detecting
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differences between practices which explicitly seek to implement the
Advanced Access approach and those that do not, if such differences actually
exist.

The observational design of the study

Some components of the study (the audits of continuity of care and of
practice activity) included data both before and after practices introduced
Advanced Access. However other research components were based only on
data after practices introduced Advanced Access. This type of observational
design is vulnerable to confounding effects. Without baseline data we cannot
exclude the possibility that Advanced Access and control practices had
different performance at baseline. For this reason, in all analyses we took
account of potentially important confounding variables which related to their
patient populations or to other aspects of practice organisation.

The use of multiple sources of data

This study involved several different components which collected data using
different methodologies. In some ways this is a strength, as it helps to
reinforce and explain key findings. However there are several examples where
different sources of information generated apparently inconsistent findings.
For example, in the qualitative study, receptionists and doctors in Advanced
Access practices interviewed for the qualitative study expressed satisfaction
with Advanced Access, but there were widespread concerns about difficulties
patients had in managing to get through on the phone. However the
quantitative survey of staff views found no evidence of difference in
satisfaction levels between staff in Advanced Access or control practices, and
both the patient survey and our audit of telephone accessibility found no
evidence of greater difficulty in making telephone contact with Advanced
Access practices. Similarly, patients and staff expressed concerns that
Advanced Access had a detrimental effect on continuity of care, yet the
quantitative work did not identify any differences between the practices in
continuity.

There are several possible explanations for these inconsistencies. It could be
that the small number of case study practices were not representative of the
larger number involved in the quantitative research, or that the staff
interviewed were not representative of other staff. It could be that staff
perceptions of patients experience were inaccurate. Or it could be the case
that practices were more likely to change to Advanced Access if they had
major problems with access beforehand (there were certainly examples of this
in the case study data), whereas practices with fewer problems felt less need
to change, therefore Advanced Access practices may have experienced
greater improvements. We cannot provide data to answer this question, since
we were not able to conduct a before and after study.

User involvement

We determined to involve service users as far as possible in this research, as
discussed in section 14.2.2. In practice this met with limited success. On the
positive side, user involvement was a standing agenda item and was

© NCCSDO 2007 255



Evaluation of Advanced Access in general practice

discussed at every project meeting. The service user facilitator (MB) was able
to contribute to most of these meetings and actively sought ways of involving
service users at every opportunity. We successfully recruited seven users
representatives and they were able to contribute to some elements of the
research design, particularly the design of patient information and
guestionnaires. On the other hand, the potential for meaningful service user
involvement was constrained by a number of factors. Most aspects of the
research design, including the design of most questionnaires (to which users
may have had a particularly useful contribution) had to be determined against
tight timetables before the project officially started and funding was available,
in order to gain ethical approval. Recruiting people to contribute to a service
user advisory group was resource intensive, time consuming, and not very
successful, despite various attempts in different ways. Although the argument
for involving service users in research is clear, how best to achieve this
remains problematic.

14.2.3 Strengths and limitations of each sub-study

Survey of practices and selection of study sites

This is the first study to explore the use of Advanced Access by a large and
representative sample of general practices in England. The response rate of
63% is reasonably high for a survey of general practice staff, but the
differences identified in the characteristics of practices which did or did not
respond raises the possibility of bias if non-responding practices had a
different approach to patient access. The fact that responding and non-
responding practices had similar scores for patient access in the Quality and
Outcomes Framework provides some reassurance in this regard.

Although the size of the survey was sufficient to detect large differences
between practices there may be differences in other characteristics (such as
the proportion of training practices) for which the power in this study, and
hence the precision around the estimates, was insufficient to exclude the null.
The study was not based on a formal power calculation, as it included all the
practices which were available in the participating PCTs.

This survey is based only on the reports of practice managers Some of the
issues covered in the questionnaire, such as ‘triage’ and ‘measuring demand’
are hard to define and may have been interpreted differently by different
participants. There may also be a concern that practice managers may be
likely to state that they carry out certain activities such as measuring demand
which attract financial incentives in the DES on access, even if the extent to
which they conduct these activities is limited.

Impact on practice activity

Collecting activity data was particularly difficult because of the variety of ways
in which practices recorded data about appointments and consultations. Some
practices had not kept data from earlier years, reducing the number of
practices which could contribute to before-and-after comparisons. Although
some practices recorded all consultations on computer, and in theory could
easily produce reports about the number of consultations of different types, it
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became apparent that there was variability in recording both within and
between practices. For example some administrative messages could be
recorded as consultations, and consultations not attended by patients were
recorded in various ways. Therefore we decided to collect data manually from
both manual and computerised records. This process was extremely laborious
and time-consuming, reducing the amount of data it was possible to collect.
Data was collected over the equivalent of a week (but based on 5 randomly
selected days, including each day of the week, spread over several weeks)
rather than over two weeks as originally planned. This will reduce the
precision of the estimates from each practice and increase the confidence
intervals for comparisons between different types of practice.

Continuity of care

The study of continuity of care had to be based on records kept routinely by
different practices. These practices used a variety of computerised and
manual record systems, and in some cases these changed over time within
practices. Even practices which used the same computer software may have
used this in different ways. Therefore the process of data collection involved
different processes in different practices, with the aim of getting as much high
quality data as possible. This pragmatic approach meant that different
volumes of data were collected in different practices. It also involved some
value judgements about which consultations should be included in the
calculations, and different judgements would lead to different continuity
scores.

Nevertheless, this study is probably the largest study attempted in the UK on
continuity of care and provides the most reliable and representative data.

Making an appointment

This study involved researchers telephoning practices in the guise of patients
seeking an appointment. This is the most valid way of exploring the wait for
an appointment, and is certainly more valid than identified PCT staff obtaining
data, as is the case in the Primary Care Access Survey. In planning the study
there was a concern that practices would ask the caller’'s name at an early
stage of the conversation, and having realised the research nature of the call
would offer sooner appointments than those offered to real patients. However,
the researchers only needed to disclose their identity during 15% of calls, so
the results are likely to be representative of patients’ experience.

The data about the first available appointment is vulnerable to fluctuation due
to short notice cancellations, which is why the NPDT prefer the measure of the
third available appointment. However the nature of this study meant that
obtaining data about the third available appointment was difficult and the
findings may be less reliable. The fact that this study involves relatively large
numbers of calls means that random fluctuations are less of a problem than
they would be if collecting one item of data from an individual practice, and
the first available appointment is the most appropriate measure in this study.

The sample of calls was made at different times of day and different days of
the week, but with most calls in the morning. This judgement was based on
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our experience, but the distribution of times of calls may not exactly match
the times at which most patients call.

In some cases the receptionist advised the researcher to phone again the next
day to try to book a same day appointment, but this was not possible in the
research context. Within this research, such calls were coded as not leading to
an appointment, which is the same approach used within the Primary Care
Access Survey.20 If we had made return calls the next day, we may have
been able to obtain an appointment.

Patient survey

This is a large-scale survey of patients, and the fairly high response rate
suggests that the findings are likely to be representative of patient experience
in these practices. Most of the questionnaire was based on the well-developed
and validated GPAQ instrument. However, some additional questions were
developed specifically for this study and as such have not been validated. The
issue of the difficulty that patients have in booking appointments in advance
became prominent during the course of the research and in retrospect it
would been useful to include more questions about this issue.

The patient survey questioned patients about their usual experience and we
recognize that patients’ reports are likely to be filtered by their expectations.
Patients with different socio-economic characteristics may have different
expectations. For example, a professional worker who commutes to work may
wish to have an appointment time that fits with their travel arrangements and
work schedule. They may also have an expectation that the GP provides a
service similar to other services she/he consumes and that the practice should
meet these 'consumer-oriented' demands. An elderly retired individual may
have fewer problems with getting to the practice, but expect continuity. These
are oversimplifications but satisfaction with access may well be influenced by
preferences and expectations such as these. The nature of the survey method
does not allow us to determine how much patients’ self-reports are influenced
by these expectations. Whether differences in the care reported by different
groups of patients reflect differences in the care offered to patients with
different characteristics or simply these different expectations is unclear.

As discussed above (Section 14.2.1), the patient survey is an observational
comparison, and any differences in patient experience may not necessarily be
due to Advanced Access. For this reason we took account of as many patient
and practice factors as possible which may have acted as confounders in the
analyses. This is important because it is clear that differences between types
of patients may have a bigger impact than differences between models of

20 The PCAS survey guidance to PCTs 2004(Department of Health 2004a;Department of Health
2004b) states that people should be able to book an appointment with any GP within two working
days. Equally may wish to wait longer to see a particular GP or to be seen at a time convenient to
them. They must be able to book an appointment, rather than be told to turn up and wait. The
NHS Plan targets are based on availability of routine appointments, not urgent appointments. If a
practice is unable to offer an appointment at the time and tells the patient to phone back they are
not fulfilling the target.( 2004c)
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organisation, and there were some differences between the characteristics of
patients registered with Advanced Access and control practices.

Non-user survey

This survey was based on only eight case study practices so may not be
generalisable to other practices. The response rate was only moderate (47%),
which although better than might have been expected for a survey of people
not in contact with primary health care, still raises the possibility of non-
response bias. Some of the most important findings were based on the
responses of the small humber of people in these practices who had had
difficulty making an appointment, so they should be interpreted as
exploratory only. However the strength of this component is that does provide
information about an important group of patients whose experience is usually
ignored in research. Most surveys are based only on those patients in contact
with health providers, who by definition are a selected group because they
have been able to successfully gain access to health care.

Discrete Choice Experiment

A key strength of this study lies in its design. We accomplished two key
things: i) set out to establish whether significant interactions between
attributes existed rather than presume they were insignificant at the outset
(which has been previously untested in this context and generally infrequently
tested in other studies); and ii) set up a within subject comparison of two
vignettes by careful allocation of choice sets amongst a large number of
guestionnaire versions (an important short-coming of the design used by
Turner et al, 2005).(Turner, Freeman, Baker, Tarrant, Windridge, Boulton, &
Hutton 2005)

We have learnt from previous studies that eliciting good quality (valid and
complete) choice data requires careful attention to the administration of the
survey. Because we were able to offer the practices a high level of support we
achieved much higher than anticipated response rates with careful training of
administrative staff achieved high quality responses. As only 3.5% of
respondents failed our test of consistency, it seemed acceptable to presume it
unnecessary to examine the impact of inconsistent responders on the
estimated models.

There were a number of limitations of the study. One important one was our
capacity to examine only a small selection of the reasons why patients book
an appointment. Turner et al classified six different consulting problems
(acute, low worry; acute, high worry; emotional, complex requiring
disclosure; ongoing condition, low worry, ongoing condition, high worry;
embarrassing ' awkward problem), we were able to examine only two of
these. Clearly these could reveal other important differences in the relative
priority attached to attributes. It would, in time, be important to understand
these differences and similarities before informing decision makers about how
best to improve appointment systems in general practice. It would also be
important to conduct further qualitative work to validate our choice of
examples for acute, low worry and ongoing, high worry conditions.
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Another important limitation of the study was a lack of evidence on an order
effect. We always presented the itchy rash vignette before the weight loss one
and therefore cannot rule out an order effect influencing the overall results.
Unfortunately the large number of questionnaire versions used meant that
testing for an order effect would have expanded the scale of the survey
beyond our means.

Finally we highlight a concern with the analysis undertaken. In the time
available we have assumed the errors across responses are independent and
not tested this using a more sophisticated logit analysis (e.g. mixed logit
model). We intend to look at this issue at a later date and publish our
findings.

Staff survey

This survey had a high response rate and is likely to be representative of the
views of staff in these practices. However the total numbers of staff of each
type participating in the study are modest so the study is only able to detect
fairly large differences between Advanced Access and control practices. The
survey was based on widely used and validated instruments. Despite
assurances of confidentiality and anonymity, it is possible that staff may have
not wanted to complain about their practices and that the responses therefore
are biased in a positive direction.

Observation of case study practices

This study was based on direct observation of practice activities over periods
of one to two weeks in each practice. Most of the practice visits were made by
the same researcher, which enhances the reliability of the comparisons, but
additional visits were also made by other members of the practice team to
compare findings and enhance validity.

We recognise that the presence of a researcher inevitably impacts upon the
research setting in some way. However, we attempted to minimise the
influence of the researcher on the behaviour of the reception staff in a
number of ways. The researcher would, wherever possible, meet practice staff
before the formal process of research started and explain the project and the
role of the practice staff within the project. Once data collection started the
researcher took time to explain their role and the purpose of the data
collection exercise they were engaged. All these steps were taken to ensure
that staff felt comfortable with the presence of the researcher.

We also acknowledge that case study research cannot be used to make
statements which can necessarily be generalised to other practices. However,
it has provided an in depth account of the actual interactional dynamics
around policies such as same day appointment systems and the impact of
such polices on the working lives of practice staff and the way that patients
experience access to primary care.

14.3 Other research about Advanced Access

This section summarises other research about Advanced Access appointment
systems, in order to form a basis for a discussion of how this study compares
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and contrasts with earlier research. Most of this research has been published
over the last two years and was not available when this study was planned,
but the small number of earlier studies are included for completeness, even
though they have been previously mentioned in section 1.7.

14.3.1 The original work of Murray in the USA

In one of the earliest published academic papers about Advanced Access,
Murray and Tatou describe in general terms their experience with introducing
‘same day scheduling’ in Kaiser Permanante in the USA, including descriptions
of 'success stories' from several clinics. They report dramatically reduced
waits for an appointment, increased patient satisfaction, increased continuity
of care and reduced consultation numbers (Murray & Tantau 2000).

In a subsequent paper Murray provides a more reflective and more
academically rigorous qualitative description of four practices which
successfully implemented Advanced Access and three which tried
unsuccessfully to implement it.(Murray, Bodenheimer, Rittenhouse, &
Grumbach 2003) Key issues for implementation were the importance of
matching supply to measured demand, the need for strong and ongoing
management support and the need to motivate clinicians. Implementation
was more successful in smaller practices which were owned by the doctors
themselves, rather than those which were externally managed. Amongst the
practices that did not successfully implement Advanced Access, most never
managed to fully work off the backlog of appointments.

14.3.2 Recent studies from the USA

A number of studies of Advanced Access were published in the USA during
2004. The most useful and detailed of these describes the introduction of
Advanced Access in all of the 17 primary care clinics operated by the
HealthPartners Medical Group and Clinics, Minnesota.(Solberg et al, 2004) The
report is based on analysis of routinely collected appointments data and
interviews with physicians and nurses. The paper shows that clinics achieved
a reduction in the mean wait for the third available appointment from 17.8
days to 3.9 days over 3 years. Interviews with staff suggested that key
facilitators affecting the implementation of Advanced Access included strong
medical leadership, the training provided by the collaborative and by external
consultants, being able to promote a well-defined and practical approach,
highlighting the clear advantages of the change for all stakeholders and
having clear measures of progress and success. Barriers to implementation
included the attitudes of some doctors and the relationship between capacity
and demand. Those clinics with fewer doctors per patient found it much
harder to implement Advanced Access than those were demand and capacity
were more closely matched.

It is important to note that the introduction of Advanced Access described in
this paper was associated with a change in payment mechanisms, so that
doctors were paid in relation to their productivity. The authors acknowledge
that this may have been an important factor in both cutting delays but also
the failure of the group to achieve true same day access, as doctors were
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concerned to avoid gaps in their schedules which would affect productivity
(Solberg, Hroscikoski, Sperl-Hillen, O'Connor, & Crabtree 2004).

Another study of 17 primary care clinics in one medical group used quality
improvement methods in an attempt to improve access and continuity of care
using Advanced Access principles. (Solberg, Crain, Sperl-Hillen, Hroscikoski,
Engebretson, & O'Connor 2006) Analyses of routinely collected data showed
that these quality improvements were associated with improvements with
various markers of quality of care for depression such as improved follow-up
and persistence on medication for 6 months. Multiple regression models
suggested that the mechanism for these improvements appeared to be the
improvement in continuity. This paper is important as it is the only study
identified which provides data about the relationship between Advanced
Access and improved quality of care which may lead to benefits in patient
outcomes.

In contrast to the above paper, a before and after study of three clinics in
Denver introducing Advanced Access found no evidence of any impact on
continuity of care. (Loomis & Matthews 2005) There were greater differences
between individual clinics than change between before and after introducing
Advanced Access. It is important to note that the levels of continuity reported
in this study (0.71 using the Modified, Modified Continuity Index, similar to
the COC index used in this study) were generally much higher than those
reported in studies in the UK.

14.3.3 Studies from the UK

The first evaluation of Advanced Access in the UK has been described in
section 1.7. Briefly, this uncontrolled study of Advanced Access practices
showed that over time these practices were able to shorten waits for an
appointment and more people were seen on the day of their choice.(Pickin et
al, 2004) Qualitative work conducted as part of this evaluation showed that
staff perceived benefits from Advanced Access in terms of reduced stress for
staff and the practice being more pro-active about planning and improving
services, but they expressed concerns about the impact of Advanced Access
on different groups of patients (Dixon et al, 2006).

Another recent qualitative study in the UK was based on interviews with 18
staff in 6 practices operating Advanced Access (Ahluwalia & Offredy, 2005).
They perceived the advantages of Advanced Access as including less stress for
staff, and better use of the practice team, but concerns included a perception
of increased workload, and decreased continuity of care.

14.3.4 Case studies in the USA and Australia

The remaining published evidence about Advanced Access comes from small
studies of individual practices or small nhumbers of practices. Most of these
papers come from the USA and consist of descriptive case studies with few
details of how data were collected or analysed. The more rigorous of these
studies are described below, with the findings from the remainder being
summarised at the end of this section.
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A before and after study from the USA compared the performance of two
faculty-resident teams in one family medicine center, one operating Advanced
Access and the other a traditional appointment system (Belardi et al, 2004)
The Advanced Access team embargoed 75% of appointments for same day
use only. The paper shows that the wait to the third available appointment for
the Advanced Access team was reduced to five days compared with 21 days
previously, with no change in the team operating the traditional appointments
system. The Advanced Access team achieved a greater improvement in
continuity of care. There were no differences in workload, non-attendance
rates or patient satisfaction.

A pilot study in four North Carolina practices (2 family medicine and 2
paediatric) used interrupted time series analysis to examine the impact of
introducing 'open access scheduling' (Bundy et al, 2005). The mean delay for
an appointment reduced from 32 days to 4 days. Non-attendance rates
declined from 16% to 11%, patient satisfaction improved, and no changes
were observed in continuity or staff satisfaction.

A case study of two practices in Australia which had introduced Advanced
Access showed that these practices perceived reduced delays and other
improvements for both patients and staff. A National Primary Care
Collaborative in Australia now intends to evaluate the experience of 300
practices as they implement Advanced Access (Knight et a/, 2005).

The following section summarises findings from a number of other case study
reports which describe the effects of introducing Advanced Access, mostly in
the USA (Ahluwalia & Offredy, 2005; Anderson & Sotolongo, 2005; Belardi et
al, 2004; Bundy et al, 2005; Knight et a/, 2005; Murray et al, 2003; Murray
& Tantau, 2000; Newman et al, 2004; O'Hare & Corlett 2004; Pierdon et al,
2004). Most of these case reports provide very little objective data. In any
event it is debatable whether experience in the USA, which has a very
different health care system producing serious inequities of access, has much
relevance to the organisation of primary health care under the NHS
(Salisbury, 2004). In this context, it is important to reiterate that Advanced
Access was developed in the context of much longer waits for a routine
appointment with a GP (or Family Physician) in the USA than is usual in the
UK (see 1.5.2).

Summary of results from case study reports of Advanced Access

e Reduced wait for an appointment (Anderson & Sotolongo, 2005; Belardi et
al, 2004; Bundy et al, 2005; Dixon et al, 2006; Kennedy & Hsu, 2003;
Mallard et al, 2004; Murray et al, 2003; Newman et al, 2004; O'Hare &
Corlett, 2004; Pickin et al, 2004; Solberg et al, 2004).

e Reduction in non-attendance rates (Bundy et al/, 2005; Kennedy & Hsu,
2003; Mallard et al, 2004).

e Improved patient satisfaction.(Anderson & Sotolongo, 2005; Bundy et al,
2005; Kennedy & Hsu, 2003; Murray et al, 2003; Newman et al, 2004;
O'Hare & Corlett, 2004; Pierdon et al, 2004).

e Increased continuity of care (Belardi et al, 2003; O'Hare & Corlett, 2004;
Solberg et al, 2006)
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e Increased staff satisfaction.(Anderson & Sotolongo, 2005; Belardi et al,
2004).

e Increased clinic profitability(Kennedy & Hsu, 2003; Newman et al, 2004;
O'Hare & Corlett, 2004).

14.4 Implications of the results of this research

14.4.1 How should we interpret the findings?

There are several possible interpretations for the finding that there were
relatively few differences between Advanced Access and control practice
detected in this evaluation. Although Advanced Access did perform better on
some indicators, notably in the fact that people were seen more quickly with
no evidence of detriment to other important indicators such as continuity, it
was not associated with the dramatic benefits claimed in previous documents
or case studies of individual practices.

One possible interpretation is that Advanced Access has only relatively
modest effects, and offers slight benefits in terms of access (and possibly on
DNA rates) as described but has little or no impact on patient or staff
satisfaction, or continuity of care. This raises questions about why it appeared
to have such dramatic benefits in previously reported case studies from the
USA and in the practices participating in the first wave of the Collaborative in
the UK.

A second interpretation could be that the reason for the limited impact was
that the practices were not operating the Advanced Access model as
advocated by the NPDT. This may be considered a form of ‘dilution’ of the
concept. There is some support for this view in the qualitative work, although
we cannot necessarily generalise from the four case study practices to all the
other practices in the evaluation. However this evaluation is the largest and
most representative study of Advanced Access so far conducted anywhere in
the world. If the above interpretation is accepted, the implication is that,
contrary to the claim that large numbers of practices in England are operating
Advanced Access with considerable benefits to patients, in fact few practices
are actually operating Advanced Access. This raises questions about why,
despite the considerable efforts of the Primary Care Collaborative to
disseminate principles of quality improvement using Advanced Access as an
exemplar programme, few practices have been willing or able to implement
Advanced Access as advocated. The issue of how and why policies are
implemented in practice is discussed further in section 14.4.5.

A third interpretation is that few differences were detected because the
control practices have learnt from the experience of the Advanced Access
practices and are now operating many of the same principles, even if they do
not describe themselves as operating Advanced Access. If so, this could be
considered a success for the collaborative approach which is based on the
idea that the best way to effect change is for good ideas to spread from peer
to peer. This might be termed ‘diffusion’. However it is important to note that
there is no reason to suppose from this evaluation that there is a causal link
between the introduction of Advanced Access and the use of strategies by
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practices to improve access. Many of the strategies which are followed by
control practices had been widely discussed, researched and implemented by
practices before the NPDT was established. Examples include the use of
telephone triage (Jiwa et al, 2002; McKinstry et al, 2002; Richards et al,
2002) and enhancing the role of nurses (Horrocks et al, 2002). With regard
to the more fundamental principles of Advanced Access, such as a belief in
the need to match capacity to demand, there is no evidence that control
practices have changed.

Taking all the findings of this study together, our interpretation of this
evaluation would be that both dilution and diffusion of the Advanced Access
concept have occurred. Most practices claiming to operate Advanced Access
appear to have implemented the principles of this model to only a limited
extent. This has occurred against a background of all practices seeking to
improve access in response to the pressures and incentives following the NHS
Plan, and also pressure to implement a wide range of initiatives in other areas
of practice organisation.

This interpretation is supported by the findings of the qualitative evaluation of
case study practices and also the practice survey, which showed that many of
those practices claiming to operate Advanced Access did not use key
principles of this approach, and many embargoed a high proportion of
appointments for same day use only. The aim of the Primary Care
Collaborative to use Advanced Access as an exemplar programme through
which practices learn about quality improvement principles so that they can
improve performance in other areas of patient care does not appear to have
been widely achieved. Part of the explanation for this may be the way in
which the work of the Collaborative in promoting Advanced Access was
inextricably linked in the minds of primary care professionals with the NHS
Plan access targets. Some of the possible reasons for this phenomenon were
discussed in section 1. The effect has been that practices have concentrated
on achieving the targets in the most direct way possible, which is by insisting
that all or most appointments are embargoed and only booked on the same
day. It will be interesting to observe the effects of the recent changes in the
access targets, which now require practices to offer patients the opportunity
to wait to see a doctor of their choice or to book in advance. This may mean
that practices that currently embargo appointments revert to using similar
appointments systems to those they used in the past, but achieving the new
targets may require them to re-think the potential relevance of Advanced
Access principles.

If this explanation is accepted, it raises issues about the difficulty of altering
the attitudes of professionals, which is fundamental if real quality
improvement is to be achieved, and suggests that the collaborative approach
has so far had only limited impact.

14.4.2 Implications for patients

The most important implication for patients is that different groups of patients
have different priorities, needs and expectations. All systems designed to
improve access to primary care have advantages and disadvantages and both
patients and practices have to make trade-offs between different values such
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as being seen quickly or seeing a preferred health professional. Systems need
to allow flexibility, as the trade-offs individual patients may wish to make may
be different for different types of problems and at different times.

However there is some evidence that, overall, practices which operate
Advanced Access based systems offer faster access to care. There is no strong
evidence of any disadvantages to patients. None of the concerns expressed by
critics of Advanced Access, such as difficulties in getting through on the
telephone and reductions in continuity of care, were supported by the
evidence of this evaluation.

14.4.3 Implications for practice activity

Critics of Advanced Access have expressed concern that this approach would
lead to an increase in demand and an increase in practice workload. Although
it is notable that the number of patients seen increased in both Advanced
Access and control practices, there no evidence that this phenomenon
increase was any greater in the former. It is important to note that any such
effect may depend on changes in patient expectations and may not be
apparent for several years.

The case study research demonstrates how changes in appointment systems
can have widespread impacts on other aspects of practice activity, including
continuity of care, DNA rates, the management of the telephone system,
staffing needs and the limitations imposed by the building.

There was some suggestion in section 5.4.6 that Advanced Access practices
had experienced a reduced DNA rate, although this change was not as
marked as might have been anticipated in the light of the reported case
studies and the qualitative research in this study. Both types of practice had
slightly lower DNA rates than is the national average rate of about 7%
(George & Rubin 2003) Earlier qualitative research suggests that the quality
of the relationship between patient, GP and receptionists is an important
factor in determining DNA rates. Ensuring that patients have a choice of
doctor and time at booking should reduce the situation where patients are
given an appointment which is not suitable, which they subsequently fail to
attend. In this study, ease of access and choice were important factors in
their ability to attend and chance of them not attending.(Martin, Perfect, &
Mantle 2005) In relation to the discussion of Advanced Access, the shorter
wait for an appointment may reduce DNA rates, but if people are given an
appointment at short notice without any choice about the time or who they
see, they may be more likely to fail to attend.

Surprisingly, there was no evidence that practices operating Advanced Access
employed a greater number or wider range of non-medical staff in order to
increase the skill-mix available in the workforce. Indeed, there was some
evidence that they employed fewer nurses, and that patients were less likely
to have a consultation with a nurse.
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14.4.4 Implications for practice staff

The introduction of Advanced Access appeared to be associated with some
benefits for some groups of practice staff. In particular the doctors and
receptionists in Advanced Access practices had a stronger sense of working in
a team which interacts frequently and in a climate which allows them to
express new ideas. In the qualitative research, some receptionists described
benefits for them of Advanced Access. The ability to offer an appointment
relatively soon in most cases gave receptionists a sense of control.

As previously noted, one of the aims of the Primary Care Collaborative was
that staff should share experiences across as well as within practices, but
there was little evidence from the qualitative research that this was an
important feature of the implementation of Advanced Access in practices.

The findings of this research were consistent with earlier studies in showing
the importance of strong leadership from the doctors in the practice if
Advanced Access was to be implemented successfully (Ahluwalia & Offredy,
2005; Dixon et al, 2006; Murray et al, 2003; Solberg et al, 2004)

14.4.5 Implications for policy

This study has several implications for the policy of promoting Advanced
Access as a means to improve access to primary care.

Patients experience of access to primary health care

This study provides a number of sources of evidence about the ease with
which patients can gain access, in terms of making an appointment, in
general practice. On one hand, it can be seen that many patients were seen
very quickly, with the median wait for an appointment in the accessibility
study being the same day in Advanced Access practices and the next day for
control practices. On the other hand, during 15% of attempts to make an
appointment, it was not possible to book an appointment at all. Advanced
Access practices met the NHS Plan target of offering a routine appointment
with any doctor within 2 working day on only 73% of occasions and control
practices on only 65% of occasions. These figures are considerably worse
than the results reported from the PCAS, which may raise doubts about the
validity of the PCAS findings.21 In the patient survey only 77% of patients in
Advanced Access practices and 69% of patients in control practices were seen
on the day of their choice, and only 63% and 56% respectively were with the
health professional the patient wanted to see. These findings suggest that
gaining access in primary care remains a problem. The patient survey also
reinforces earlier findings(Bower et al, 2003) that patients have high
expectations, in that most people only considered access to a routine
appointment with any doctor to be very good or excellent if they can be seen
the same day.

21 Interestingly the Department of Health has recently announced stricter checks on the access
targets, with calls being made at randomly selected times (DH 2006b).
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The main benefit of Advanced Access identified in this research is that
patients get seen slightly more quickly, but this effect was modest. We have
already discussed possible interpretations of this finding, and the possibility
that the fact it is due to control practices being influenced by their peers and
introducing some of the same strategies to improve access. Because we were
not able to conduct a before-and-after study we do not have baseline data
and cannot tell whether either group of practices improved access to care
following the introduction of Advanced Access. However it is interesting to
compare the results of this study with the earlier national surveys of NHS
patients.

The 1998 national survey, which was used to justify the policy imperative to
improve access, showed that of those who wanted an appointment on a
particular day, 66% of respondents had been given an appointment on the
day of their choice and 81% of respondents said they were seen as soon as
necessary. In a question about their usual experience, 24% said they usually
had to wait four or more days for an appointment with a doctor of their
choice.

In a similar survey in 2002 (before the widespread introduction of Advanced
Access), 61% of respondents stated that when they last went to the doctor
they had been given an appointment on the day of their choice, 77% felt they
should have been sooner and 42% of patients said they usually had to wait
four or more days for an appointment with a doctor of their choice (or could
not get an appointment).(Boreham, Airey, Erens, & Tobin 2002) The most
recent national survey was conducted in 2004, but is not possible to extract
the same information on all of the items mentioned above. Of people making
an appointment, 76% said they were seen as soon as necessary, a similar
result to 2002.

Although the questions used in this study are not exactly the same as those in
the national surveys above, 77% of patients in Advanced Access practices and
69% of patients in control practices were seen on the day of their choice.
Some 86% of patients in Advanced Access practices and 80% of patients in
control practices were seen as quickly as they wanted. When wanting to see a
particular doctor, 16% of patients in Advanced Access practices and 30% of
patients in control practices said they usually had to wait four days or more.

All of the above figures for control practices are similar to those for practices
nationally in 1998 and slightly better than the national experience of patients
in 2002. This implies that access to care worsened between 1998 and 2002
and has now returned to 1998 levels, but does not suggest that the control
practices in this study have radically improved their performance as a result
of copying ideas from Advanced Access.

Interestingly, the median wait for an appointment with a particular doctor,
based on actually phoning practices in this study to make an appointment,
was two days in both Advanced Access and control practices. This is
considerably better than patients’ reports in the patient survey about how
long they usually had to wait for an appointment. This suggests that asking
patients in surveys about their ‘usual experience’ may not be reliable.
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As discussed in the first section of this report, improving access to health care
is a top priority for current policy. However, the priorities of patients, health
professionals and government may not be the same.(Haigh Smith &
Armstrong 1989) A review of previous surveys of patients has highlighted that
interpersonal aspects of care may be more important than speed of access’
although quick access is important in emergencies.(Wensing et al, 1998)
There is evidence in this evaluation that rapid access to care is an important
consideration for most patients, but that these priorities change, particularly
as people get older and for people with ongoing health needs.

The best evidence about this issue comes from the DCE reported here, which
shows that the top priorities for patients are being able to see a doctor of
their choice and to be seen at a convenient time, which does not necessarily
equate with the soonest available time. The fact that being soon as soon as
possible is not the top priority for patients is perhaps unsurprising considering
the finding in the patient survey that most consultations were not for acute
illnesses of recent onset, and 70% of patients had had their problem for at
least a few weeks.

Finally, it is important to note that problems with access to primary health
care are a cause for concern in almost all countries, even though they have
very different organisational structures which create different incentives for
patients and providers. In a study of five developed countries, patients from
the UK reported better access to a GP than patients from Canada or the USA,
but less good access than patients in Australia and New Zealand. On the other
hand a much higher proportion of patients from Australia, New Zealand and
the US reported not obtaining medical care because of concerns about the
cost.(Schoen et al, 2004)

Can service redesign ensure that supply matches demand?

Probably the most fundamental and radical assertion in the Advanced Access
model is that demand is predictable, finite, and can be managed (Murray &
Tantau, 1999). However it has long been believed that demand for health
care is not fixed but is strongly related to supply.

There is some evidence to support the predictability of demand (Kendrick &
Kerry, 1999) and experience shows that waiting times tend to stabilise and
not to increase inexorably, as they would if demand consistently exceeded
supply (Frankel, 1989; Frankel et al, 2000) However, observing that demand
is predictable may simply reflect the moderation of public expectations by the
limitations on supply that exist in the NHS. The experience that waiting times
stabilise may suggest that waiting acts as a brake on demand or that when
delays exceed a certain point people find other ways of addressing their needs
or get better while waiting. In a system without financial disincentives to
consult, waiting for care may act as an important constraint. Although
demand may not be unlimited, it may be limited at a much higher level than
currently supplied.

Advanced Access recognises that demand can be ‘shaped’ by changes in the
way that care is delivered. But given what we know about the clinical iceberg
of disease, whereby only a small proportion of all symptoms experienced by
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patients result in a consultation, if reducing delays leads to a lowering of the

threshold for consulting the impact on total workload in primary care could be
large (Warren, 2003). These questions about the impact of increasing supply
on demand could only be answered following experience of a better supply of
care over an extended period.

Laing and Shioyama argue that the problem for the NHS, unlike in the
majority of service sector organisations, is not one of fluctuating demand but
rather of ongoing excess demand for its services (Laing & Shiroyama, 1995).
In the absence of price as a regulator of demand, many conventional demand
management tools employed in the service sector are of little use in the NHS.
They argue that the NHS should use 'demarketing' to discourage people from
using its services. This should not be achieved by treating people badly but by
managing information and expectations about the services available, and
structuring services to facilitate easy access to low cost services and
discourage access to high cost specialist services. This argument would
support the policy drive to strengthen primary care, since good access to
primary care may reduce demand in other services. But the argument about
‘demarketing’ is more controversial. The authors claim that: 'Until the political
nettle of rationing is grasped at a national level, the efforts of individual units
to manage the demand for their services is fundamentally compromised'
(Laing & Shiroyama, 1995).

Several studies from the USA highlight that Advanced Access has been
implemented most successfully when it is easiest to match capacity to
demand. Murray and Berwick acknowledge that if demand permanently
exceeds supply, no appointments system (including Advanced Access) will
work (Murray, 2005; Murray & Berwick, 2003b). The question is whether this
is the case in UK general practice. The fact that relatively few practices
appear to have fully implemented Advanced Access in the way envisaged by
its proponents may indicate that it was not possible to match capacity to
demand, but it may alteratively indicate that practitioners have not accepted
the fundamental premise that demand can be managed and matched.

The implementation of policy

The finding that the Advanced Access concept has been diluted and altered
once it is widely implemented in practices is consistent with earlier research
on the implementation of policy. There is a considerable body of research on
this topic, including a programme of work funded by NHS R&D Programme on
Service Delivery and Organisation of Care (SDO Programme). In a review of
this literature, Iles and Sutherland identify and summarise empirical studies of
the effectiveness of change models in health service organisations (Iles &
Sutherland, 2001). Examples of change models include Total Quality
Management and Business Process Reengineering. The review shows a
consistent story of many small case studies being published which are
enthusiastic about the benefits of various programmes, but subsequent larger
and more rigorous studies (e.g. Joss and Kogan (1995) tend to show mixed
and less positive results. Attempts to introduce a central policy using a
defined change model frequently fail because they do not take account of the
important cultural and structural contexts which vary locally and are crucial to
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the impact of initiatives. The field is often heavily influenced by ‘gurus’
promoting a particular model in the absence of evidence, and a general
reluctance to accept that obtaining empirical evidence is relevant or possible.
In many ways this situation is very reminiscent of the situation in medicine
before the growth of the ‘evidence-based-medicine’ movement of the 1990s.

Through the example of a study of NHS Treatment Centres, Pope et al have
shown show how an apparently simple, relatively unformed, concept of a
Treatment Centre framed by central government was translated and
transmuted by subsequent layers in the health service administration, and by
players in local health economies, and, ultimately, by Treatment Centres
themselves, picking up new rationales and meanings as it went along (Pope et
al, 2006). This situation has strong parallels with the widespread
implementation of Advanced Access.

In another very comprehensive review on the diffusion of innovations in
service organisations, also funded by the SDO Programme, Greenhalgh et a/
highlight how the meaning of an innovation for the agency that introduces it
may be very different from that held by the intended adopters, and that the
‘innovation-system fit’ is generally a more useful construct than assuming
that the innovation has fixed and clearly defined attributes (Greenhalgh et al,
2003; Greenhalgh et al, 2004). This concept is very relevant to the current
study of Advanced Access, and the way in which it is interpreted differently in
practices from the way intended by the NPDT.

Greenhalgh et al’s review also includes a conceptual model for considering the
diffusion of innovations in health service organisations. This model is too
complex to be applied in depth here, but there are particular aspects of the
model which are particularly relevant to this study of Advanced Access. The
model includes a list of attributes of innovations which predict (but do not
guarantee) its successful adoption. The innovation should have clear and
unambiguous advantages for those adopting it. Advanced Access offers most
advantages for receptionists and patients, but possibly fewer for doctors (who
wield most power in decision making), which may explain the varying
enthusiasm for the idea identified in our qualitative research. Successful
innovations are likely to be compatible with the adopters’ values, norms and
ways of working. However, as already discussed, Advanced Access is based
on claims about the limits to demand which are strongly counter-intuitive for
most doctors. This may lead them to ignore, modify or even corrupt the
principles on which Advanced Access is based, for example by embargoing the
booking of future appointments or by telling people to phone back the next
day once all appointments are taken. Innovations which are less complex, and
which can be broken down into manageable parts, are more likely to be
implemented. The clear strategies offered by Advanced Access may have
facilitated the adoption of some aspects of this innovation. If an innovation
carries a high degree of uncertainty of outcome that the intended adopter
perceives as personally risky, the less likely it is to be adopted. The idea from
Advanced Access that doctors can allow any patient to be seen when they
wish, without pre-imposed limits, is inherently very risky for doctors who feel
stressed about the length of their surgeries and uncertainty about the length
of their working day (see Section 11.4.2).
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Part of Greenhalgh et al’'s conceptual model is to consider the outer context -
the inter-organisational networks and collaboration. They discuss the tension
between ‘dissemination’, where the spread of an innovation centrally driven
and controlled, and ‘diffusion’, where good ideas are spread through local
informal networks in a largely uncontrolled way. Advanced Access is a
centrally driven innovation, but the use of the Primary Care Collaborative has
been a deliberate strategy to encourage local diffusion, which Greenhalgh et
al categorise as an ‘intentional spread strategy’. In reviewing the evidence
about the effects of quality improvement collaboratives, Greenhalgh concludes
that they are sometimes but not always effective, that they are expensive and
that the gains from them are hard to measure.

It is important not to characterise practices which implement Advanced
Access as ‘innovative’ or ‘adopters’, and practices which do not implement
Advanced Access as ‘resistant to change’ or ‘laggards’. Greenhalgh highlights
the lack of evidence to support these widely used but value laden terms,
which fail to recognise that '...the adopter is an actor who interacts
purposefully and creatively with a complex innovation’ (page 598,
(Greenhalgh et al, 2004). In many ways, non-adoption of an innovation is just
as interesting as adoption, although it has received far less attention in the
literature. It may reflect differences in the interaction between the innovation
and the local culture or context, or between the values embodied by the
innovation and those held by the intended adopter. In the case of Advanced
Access, it may be that those not implementing the model as intended did so
because they found a different approach to making appointments which they
felt worked better in their circumstances (see section 12.3.2).

The argument above is pertinent to this study because, contrary to the
perception that general practice is resistant to changes that would improve
access, the evidence from the practice survey and the qualitative study
suggests that practices of all types (both those labelled as Advanced Access
and as ‘control’) are very active in introducing a wide range of different
strategies and innovative ideas in an attempt to balance the potentially
conflicting demands of fast access, maintaining continuity, providing high
quality care, ensuring that patients in greatest need get the highest priority
and creating a working life for staff which is sustainable.

Implications beyond primary care

The principles of Advanced Access may be equally applicable to problems
caused by delays in other parts of the NHS. Advanced Access appointments
systems have already been studied in specialist settings in the USA (Newman
et al, 2004; Randolph & Randolph, 2005) and have been promoted as a
means for hospital out-patient departments to manage waiting lists by the
former Modernisation Agency (Demand Management Group, 2002).

Access, appropriateness, effectiveness, efficiency and equity

Any health care re-design should seek to achieve the optimum balance
between the values of access, appropriateness, effectiveness and equity which
characterise high quality health systems. This is very relevant to the
implementation of Advanced Access. There is a tension between Advanced
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Access as it was conceived and as it is actually implemented in UK general
practice. The main purpose of the Advanced Access approach is to ensure that
patients can see the practitioner of their choice at a time which suits them.
Improving access in this way should also increase the appropriateness of
consultations, and should have no detrimental effect on effectiveness or
equity. However, the way in which most practices have implemented
Advanced Access in the UK means that they have prioritised improving speed
of access, possibly at the expense of reduced flexibility for patients
(evidenced by the greater difficulty patients in these practices had in booking
in advance).

It is clear from various aspects of this evaluation that speed of access in itself
is not the top priority for most patients. Choice of time of appointment and
choice of professional are more important, and these priorities vary for
understandable reasons for different groups of patients. For example those
with chronic illness and the elderly place a higher priority on continuity of care
than other patients. A system which places emphasis only on speed of access
may lead to inappropriate care for patients with chronic problems. It is
important to note that most consultations in general practice do not involve
problems of recent onset, so a later consultation of the right type is likely to
be more appropriate, effective and efficient than an earlier consultation of the
wrong type. It is also likely to be associated with greater patient satisfaction.

Prioritising rapid access and reducing delays for care could have subtle
effects, apart from the concerns about increasing demand already discussed.
It may lead to increased medicalisation of minor problems and social
difficulties, if it is easier to see a doctor than any other source of help. A
perception that all medical problems should be dealt with immediately may
undermine peoples’ confidence that they can manage most symptoms
themselves. There may also be an impact on doctors’ behaviour and
prescribing rates if people present with symptoms at a very early stage before
it is clear if they represent a self-limiting illness (Salisbury, 2004). Pressure
to ‘do something’ may lead to ineffective and inefficient care.

It is noteworthy that the number of appointments offered and patients seen
increased considerably during the period studied in both Advanced Access and
control practices. This is almost certainly related to national pressures to
improve access. If faster access leads to more timely access and better
treatment this may be associated with improved health outcomes. However, if
the increased number of consultations is accounted for by minor or self-
limiting problems this is likely to increase expenditure without health benefit
and therefore reduce efficiency. This study provides no data about
effectiveness or efficiency but this is an important topic for further research.

If appointment systems are implemented in an excessively rigid way, this
may lead to problems with equity. As described above, different patient
groups have different priorities. Patients who commute, for example, may
need to be able to book an appointment in advance, those in employment
may need an appointment at the end of the day, and a patient with a complex
psychosocial problem may particularly need to see a particular doctor in
whom he or she has confidence. Appointment systems which restrict
prebooking tend to advantage those who prioritise speed of access (often the
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minority of patient with acute minor illness) and disadvantage those with
other priorities (predominantly patient groups with greater health needs, as
shown in the patient survey) This illustrates the importance of ensuring
flexibility, both within the practice to meet the needs of different patients, and
in the way in which incentives impact on practices, as different appointment
systems may be needed to meet the needs of different types of patient
population.

14.4.6 Implications for future research
This project raises several priority areas for future research.

The most fundamental question is to explore the relationship between the
supply and demand for primary health care. Addressing this question would
not be simple, but it may be possible to explore the demand for healthcare in
similar settings but with varying levels of availability of care.

A second fundamental question is whether improved speed of access is
related to improved health outcomes, and whether it is associated with
increased or decreased efficiency.

Despite the investment of time and resources in this research project, we
cannot answer with confidence the question about whether Advanced Access,
as promoted by the NPDT, does lead to the benefits claimed when it is
implemented on a large scale. Earlier reports based on small case studies had
suggested that Advanced Access can lead to large benefits but these are not
apparent in this study. This may be because of failures in the process of
implementation, because the earlier case study sites were atypical, because of
selective reporting or publication bias in these case study descriptions, or
because the initiative itself cannot be widely implemented in its original form.
In order to answer this question it would be necessary to design a different
and more effective approach to encouraging practices to adopt Advanced
Access principles, and to ensure close adherence to the original Advanced
Access model in the practices studied.

Future research about Advanced Access should consider the costs as well as
the effects of both the initiative itself and also the Collaborative approach
used to disseminate the initiative. Although quality collaboratives are
increasingly used in many countries to improve health care, there is little
evidence about their impact and cost-effectiveness (Ovretveit et al, 2002).

This leads to a further priority for research. Although a programme of
research about the implementation of policy has been conducted by the NHS
R&D Programme on Service Delivery and Organisation of Care, much of the
existing literature about both the means and consequences of promoting
innovations in the NHS is conceptual or descriptive (Iles & Sutherland, 2001).
In particular there is little empirical evidence about the benefits of different
strategies to encourage general practices to implement innovations, and good
reason to suppose that the different scale, culture and contractual
arrangements for primary care organisations (in comparison with hospitals)
may require different approaches from those relevant to secondary care.
Future research needs to use a sophisticated approach which is based on a
clear theory of change, involves the implementation of an innovation in a wide
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variety of realistic settings, documents using a variety of methods the ways in
which the innovation is operationalised, and explores the relationship between
how and why an innovation has different effects in different contexts. We
hope that all of these features are evident in this evaluation, but further
research is needed into other heavily promoted innovations in primary health
care for which there is little evidence of effectiveness.

Recommendations

14.5.1 Local - recommendations for practices

There is evidence that practices operating Advanced Access had slightly
shorter delays for an appointment with any doctor, with no evidence of any
detrimental effects on practice workload, continuity of care, patient
satisfaction or staff satisfaction. Doctors in Advanced Access practices
experienced slightly greater satisfaction than those in control practices. In
addition, those practices which had introduced Advanced Access were
generally positive about it, although they had often become more flexible
about its implementation over time. Therefore practices may wish to introduce
Advanced Access systems if they have not already done. However, no
overwhelming advantages of Advanced Access were identified, therefore
practices which already have a well functioning appointment system may see
no reason to change.

It is important that any appointment system is flexible to meet the needs of
different types of patients. This is likely to include a mixture of appointments
which can be booked in advance and a mechanism to ensure that people who
need to be seen on the same day can do so. This could involve some
appointments which are only available for same day booking or an open
surgery where patients turn up and wait. Some patients experienced
problems in practices which embargoed most appointments until the same
day.

Appointment systems should reflect the fact that most consultations are for
non-urgent problems and an appointment at a convenient time is more
important for most patients than being seen as soon as possible. Seeing a
preferred professional is also important to many patients, and many are not
satisfied with seeing a nurse instead of a doctor. Appointment systems should
therefore maximise opportunities for patients to exercise choice of time and
professional, while also catering for people who do want to be seen quickly.

14.5.2 National

Policymakers should undertake robust evaluation before encouraging
widespread implementation of new models of service delivery. Conducting this
evaluation was problematic because of the widespread implementation of
Advanced Access before the research was commissioned. Providing extra
financial support to PCTs and practices to improve access could have been
linked to a requirement to participate in evaluation of different approaches.
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Policymakers should recognise that innovations may have costs as well as
benefits. With regard to Advanced Access, the way in which this was
implemented, when combined with the impact of NHS access targets and
financial incentives, led to well publicised public complaints (BBC News, 2005)
which could have been avoided if lessons had been learnt from pilot studies
and earlier evaluation.

In particular, the NPDT has not had a culture of encouraging independent
evaluation of its activities, and this should be re-considered.

Encouraging health providers to introduce Advanced Access appointment
systems may have some advantages, but these should not be ‘over-sold’.
Advanced Access is unlikely to be a *‘magic bullet” which will solve problems of
supply and demand within the NHS. This lesson is relevant to the introduction
of similar systems in hospitals as well as in primary care.

Many of the problems experienced with the implementation of Advanced
Access were due to the linkage between the supportive work of the NPDT and
Access facilitators and the pressure to achieve NHS access targets. Financial
targets appear to be an effective means of altering health professionals’
behaviour, but are a blunt instrument which can have unintended adverse
consequences. It may have been better to set targets but leave practices free
to determine how best to achieve them, rather to link a policy objective with
an incentive to introduce a particular way of working, as was done with the
Access DES.

Policy with regard to primary health care should recognise that most
consultations are for long-standing problems, rather than for acute minor
illness. A high proportion of consultations involve the elderly and people with
chronic illness, for whom convenience of appointment time, continuity of care
and choice of professional are more important than speed of access. This
endorses the recent policy to encourage practices to introduce flexible
appointment systems that maximise patient choice of appointment rather
than speed of access alone. (Secretary of States Direction 2006)

14.6 Conclusion

Most of the practices in 12 representative PCTs in this study claim to have
introduced Advanced Access, but the extent to which these practices have
actually implemented the principles of this model is limited. Many practices
appear to interpret an Advanced Access system as one based on same day
access, while paying less attention to the fundamental principles of matching
capacity to demand and seeing patients when they wish. Practices of all types
have introduced a wide range of strategies in an attempt to improve access to
care. Those practices which have implemented Advanced Access offer slightly
faster access to care than those which have not, with no evidence of any
disadvantages in terms of workload, contacting the practice or continuity of
care. The priorities and demands of different groups of patients are very
different, and different appointment systems suit some groups better than
others. Overall, there was no evidence of difference in patient or staff
satisfaction with the systems operated by Advanced Access or control
practices.
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Appendices

Appendix 1 Patients groups invited to participate in the ‘virtual’

advisory group
Action on Elder Abuse
Alzheimer’s Society
Breast Cancer Care
British Thyroid Association
Carers UK
CLIC
Continence Foundation
Disabilities Trust
Equalities
Health Link
Help the Health Trust
Home from Hospital Care
Leukemia Care
London Voluntary Service Council
Manic Depression Fellowship
MENCAP
Mental Health Foundation
MIND
Multiple Sclerosis Society
National Aids Trust

National Cancer Alliance

National Endometriosis Society
Pain Society

Princess Royal Trust for Carers
Rethink

Royal National Institute for the Blind

Sign
Stroke Association
Women’s Health

Age Concern England

Anchor Trust

British Red Cross

CancerBackup

Chiropractic Patients’ Association
Contact a Family

Diabetes UK

Epilepsy Action

Hemophilia Society

Hearing Concern

Help the Aged

Huntington’s Disease Association
Link Centre for Deafened People
Long-Term Medical Conditions Alliance
Marie Curie Cancer Care

Meningitis Trust

Migraine Trust

Motor Neurone Disease Association
Multiple Sclerosis Trust

National Asthma Campaign

National Council for Hospice and Specialist

Palliative Care Services

Neurological Alliance

Patients Association

Relatives and Residents Association
Royal National Institute for Deaf People
Sickle Cell Society

Speakability

UK Breast Cancer Coalition
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Appendix 2 Patient survey: response rates for each practice

Valid response?

Total

Yes No Count Row %
Count CF;:W Count 5:“’

practice 11.00 357 81.9% 79 18.1% 436  100.0%
12.00 164 93.2% 12 6.8% 176 100.0%
13.00 219 75.8% 70 24.2% 289 100.0%
14.00 231 84.9% 41 15.1% 272 100.0%
15.00 71 64.0% 40 36.0% 111  100.0%
16.00 110 80.3% 27 19.7% 137 100.0%
17.00 299 89.0% 37 11.0% 336 100.0%
18.00 210 84.7% 38 15.3% 248 100.0%
19.00 388 89.4% 46 10.6% 434 100.0%
20.00 267 88.4% 35 11.6% 302 100.0%
21.00 148 85.5% 25 14.5% 173  100.0%
22.00 225 79.8% 57 20.2% 282 100.0%
23.00 144 77.4% 42 22.6% 186 100.0%
24.00 190 76.3% 59 23.7% 249 100.0%
25.00 170 93.4% 12 6.6% 182 100.0%
26.00 344 87.5% 49 12.5% 393 100.0%
27.00 332 81.2% 77 18.8% 409 100.0%
28.00 339 78.8% 91 21.2% 430 100.0%
29.00 441 81.4% 101 18.6% 542 100.0%
30.00 95 96.9% 3 3.1% 98 100.0%
31.00 355 96.5% 13 3.5% 368 100.0%
32.00 341 79.5% 88 20.5% 429 100.0%
33.00 101 83.5% 20 16.5% 121  100.0%
34.00 212 86.9% 32 13.1% 244 100.0%
35.00 155 90.6% 16 9.4% 171  100.0%
36.00 112  79.4% 29 20.6% 141  100.0%
37.00 154 91.1% 15 8.9% 169 100.0%
38.00 229 90.5% 24 9.5% 253 100.0%
39.00 153 93.9% 10 6.1% 163 100.0%
40.00 122 83.0% 25 17.0% 147 100.0%
41.00 98 74.2% 34 25.8% 132  100.0%
42.00 548 89.7% 63 10.3% 611 100.0%
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43.00 284 92.8% 22 7.2% 306 100.0%
44.00 227 74.7% 77 25.3% 304 100.0%
45.00 382 93.2% 28 6.8% 410 100.0%
46.00 189 88.3% 25 11.7% 214  100.0%
47.00 299 86.4% 47 13.6% 346  100.0%
48.00 117 89.3% 14 10.7% 131 100.0%
49.00 244 81.3% 56 18.7% 300 100.0%
50.00 245 85.4% 42 14.6% 287 100.0%
51.00 139 86.9% 21 13.1% 160 100.0%
52.00 213 88.8% 27 11.3% 240 100.0%
53.00 142 57.3% 106 42.7% 248 100.0%
54.00 352 73.5% 127 26.5% 479 100.0%
55.00 168 73.7% 60 26.3% 228 100.0%
56.00 308 93.9% 20 6.1% 328 100.0%
57.00 188 89.5% 22 10.5% 210 100.0%

Total

10821 84.4%

2004 15.6%

12825 100.0%
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Appendix 3 Enablement questions comparing Advanced Access and
control practices

Using Advanced

Access?
Total
Advanced Control
Access
Much more Count 2110 1841 3951
than before
the visit Col % 39.7% 39.4% 39.6%
A little more Count 1405 1308 2713
Able to than before
understand  the visit Col % 26.4% 28.0% 27.2%
your
problem(s) or The same or Count 847 680 1527
illness? less than
before the Col % 15.9% 14.6% 15.3%
visit
Count 954 839 1793
Does not apply
Col % 17.9% 18.0% 18.0%
Much more Count 1791 1584 3375
than before
the visit Col % 34.5% 35.0% 34.7%
A little more Count 1406 1281 2687
than before
Able to cope  the visit Col % 27.1% 28.3% 27.7%
with your
problem(s) or The same or  Count 977 752 1729
illness? less than
before the Col % 18.8% 16.6% 17.8%
visit
Count 1020 905 1925
Does not apply
Col % 19.6% 20.0% 19.8%
Much more Count 1451 1300 2751
than before
the visit Col % 28.3% 29.2% 28.7%
A little more Count 1129 1071 2200
than before
Able to keep the visit Col % 22.0% 24.0% 22.9%
yourself The same or Count 1017 859 1876
healthy?
less than
before the Col % 19.8% 19.3% 19.6%
visit
Count 1538 1226 2764
Does not apply
Col % 30.0% 27.5% 28.8%
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Appendix 4 An experimental design for 24 pairs

Appointment B

Appointment A

293
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Appendix 5 Response rate to staff survey at each practice

Practice Respondents/ %

ID denominator

11 27/32 84.4
12 11/15 73.3
13 19/25 76.0
14 28/29 96.6
16 8/9 88.9
17 27/32 84.4
18 19/22 86.4
19 26/30 86.7
20 25/29 86.2
21 10/10 100.0
22 24/30 80.0
23 5/9 55.6
24 14/15 93.3
25 17/18 94.4
26 31/35 88.6
27 24/29 82.8
28 19/24 79.2
29 20/20 100.0
30 12/13 92.3
31 28/28 100.0
32 14/31 45.2
33 10/10 100.0
34 16/23 69.6
35 12/13 92.3
36 9/12 75.0
37 11/13 84.6
38 20/21 95.2
39 13/14 92.9
40 10/10 100.0
41 12/13 92.3
42 29/36 80.6
43 22/23 95.7
44 16/21 76.2
45 22/26 84.6
46 20/22 90.9
47 21/27 77.8
48 10/14 71.4
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49 19/20 95.0
50 21/21 100.0
51 9/9 100.0
52 18/19 94.7
53 18/20 90.0
54 5/19 26.3
55 18/18 100.0
56 27/29 93.1
57 21/22 95.5
Total 817/960 85.1
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Appendix 6 Individual question items included in the Team Climate

Inventory
DOCTORS
AA Control
N=108 N=95
Question mea | SD Mean | SD Diff in 95% CI*
n means*
We share information generally in the team 422 | 0.53 4.08 0.75 0.13 (-0.05 t0 0.31)
rather than keeping it to ourselves
Assistance in developing new ideas is readily | 3.76 | 0.80 3.66 0.85 0.09 (-0.13 t0 0.32)
available
We all influence each other 4.01 | 0.71 3.89 0.61 0.12 (-0.06 to 0.31)
n=203
We keep in regular contact with each other 419 | 0.64 3.98 0.73 0.21 (0.02 to 0.40)
n=203
In this team we take the time needed to 3.54 | 0.93 3.43 0.82 0.1 (-0.14 t0 0.35)
develop new ideas
n=203
People feel understood and accepted by 3.77 | 0.73 3.83 0.77 -0.06 (-0.27 t0 0.14)
each other
n=203
Everyone's view is listened to, even if it's a 3.90 | 0.75 3.93 0.72 -0.03 (-0.23 t0 0.18)
minority
n=203
The team is open and responsive to change | 3.90 | 0.84 3.93 0.79 -0.03 (-0.25 to 0.20)
n=203
People in the team co-operate in order to 3.82 | 0.76 3.86 0.75 -0.04 (-0.25t00.17)
help develop and apply new ideas
n=203
We have a 'we are in it together' attitude 3.97 | 0.80 3.93 0.80 0.05 (-0.18 t0 0.27)
n=203
We interact frequently 4.06 | 0.69 3.84 0.89 0.22
n=203
People keep each other informed about 4.03 | 0.65 3.76 0.71 0.27 (0.08 to 0.46)
n=203
Members of the team provide & share 3.69 | 0.79 3.80 0.60 -0.11 (-0.30 to 0.09)
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resources to help in the application of new
ideas

n=201

There is a lot of give and take

n=203

3.79

0.79

3.78

0.83

0.01

(-0.22 to 0.23)

We keep in touch with each other as a team

n=203

4.02

0.63

3.87

0.70

0.14

(-0.04 to 0.33)

People in this team are always searching for
fresh, new ways of looking at problems

n=202

3.44

0.88

3.38

0.86

0.06

(-0.18 to 0.30)

There are real attempts to share information
throughout the team

n=202

4.01

0.62

3.89

0.68

0.11

(-0.07 to 0.29)

The team is always moving towards the
development of new answers

n=202

3.56

0.83

3.46

0.82

0.10

(-0.13 to 0.33)

Team members provide practical support for
new ideas and their application

n=203

3.67

0.75

3.64

0.73

0.02

(-0.18 to 0.23)

Members of the team meet frequently to talk
both formally and informally

n=203

4.04

0.72

3.67

0.87

0.36

(0.14 to 0.58)

* taking into account clustering effects

NURSES

Non-AA

N=69

Question

SD

Mean

SD

Diff in 95% conf*
means*

We share information generally in the team
rather than keeping it to ourselves

n=153

3.74

0.97

4.00

0.83

-0.26 (-0.55 to
0.03)

Assistance in developing new ideas is
readily available

n=153

3.60

0.89

3.79

0.74

-0.19 (-0.46 to
0.07)
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We all influence each other 3.65 0.82 3.76 0.85 | -0.11 (-0.38 to
0.15)

n=151

We keep in regular contact with each other 3.78 0.90 3.76 0.83 | 0.01 (-0.27 to
0.29)

n=153

In this team we take the time needed to 3.24 0.93 3.49 0.86 | -0.25 (-0.54 to

develop new ideas 0.04)

n=153

People feel understood and accepted by 3.46 0.87 3.70 0.92 | -0.24 (-0.53 to

each other 0.05)

n=152

Everyone's view is listened to, even ifit's a 3.47 0.95 3.71 0.96 | -0.24 (-0.54 to

minority 0.07)

n=153

The team is open and responsive to change | 3.58 0.92 3.72 097 | -0.14 (-0.45 to
0.16)

n=153

People in the team co-operate in order to 3.66 0.82 3.79 0.86 | -0.14 (-0.40 to

help develop and apply new ideas 0.13)

n=153

We have a 'we are in it together' attitude 3.51 0.91 3.69 0.98 | -0.19 (-0.49 to
0.12)

n=153

We interact frequently 3.59 0.95 3.76 0.94 | -0.17 (-0.48 to
0.13)

n=152

People keep each other informed about 3.33 0.98 3.68 0.80 | -0.35 (-0.64 to -
0.06)

n=153

Members of the team provide & share 3.40 0.87 3.63 0.84 | -0.23 (-0.50 to

resources to help in the application of new 0.05)

ideas

n=152

There is a lot of give and take 3.44 0.90 3.60 0.90 | -0.16 (-0.45to
0.13)

n=152

We keep in touch with each other as a team | 3.54 0.87 3.71 0.90 | -0.16 (-0.45to
0.12)

n=153

People in this team are always searching for | 3.49 0.86 3.50 0.95 | -0.01 (-0.30 to

fresh, new ways of looking at problems 0.28)

n=152
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There are real attempts to share information | 3.58 0.88 3.78 0.79 | -0.20 (-0.47 to
throughout the team 0.07)
n=153
The team is always moving towards the 3.49 0.84 3.60 0.79 | -0.11 (-0.37 to
development of new answers 0.15)
n=153
Team members provide practical support for | 3.42 0.84 3.62 0.79 | -0.19 (-0.46 to
new ideas and their application 0.07)
n=153
Members of the team meet frequently to talk | 3.47 1.09 3.66 0.94 | -0.19 (-0.52 to
both formally and informally 0.14)
n=153
* taking into account clustering effects
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ADMINISTRATIVE / RECEPTION STAFF

AA Non-AA
N=241 N=219
Question mean | SD | Mean | SD | Diffin 95% conf*
means®
We share information generally in the team ratherthan | 3.92 | 0.95 | 3.90 | 0.89 | 0.02 (-0.15to
keeping it to ourselves 0.19)
n=457
Assistance in developing new ideas is readily available | 3.63 | 0.91 | 3.73 | 0.81 | -0.10 (-0.26 to
0.06)
n=455
We all influence each other 3.78 | 0.78 | 3.77 | 0.83 | 0.004 (-0.15to
0.15)
n=456
We keep in regular contact with each other 3.85 | 0.88|3.77 | 0.90 | 0.07 (-0.09 to
0.24)
n=453
In this team we take the time needed to develop new 3.44 | 094|343 | 0.96 | 0.01 (-0.17 to
ideas 0.19)
n=453
People feel understood and accepted by each other 3.62 0.90 | 3.54 0.94 | 0.08 (-0.09 to
0.25)
n=457
Everyone's view is listened to, even if it's a minority 359 |096 373 |09 |-0.13 (-0.31 to
0.04)
n=454
The team is open and responsive to change 364 | 090|363 |0.93] 0.01 (-0.16 to
0.18)
n=455
People in the team co-operate in order to help develop | 3.76 | 0.78 | 3.71 0.88 | 0.04 (-0.11to
and apply new ideas 0.20)
n=454
We have a 'we are in it together' attitude 362 | 093|355 |1.03]0.08 (-0.10to
0.26)
n=455
We interact frequently 3.77 | 0.85| 3.71 0.87 | 0.05 (-0.11 to
0.21)
n=455
People keep each other informed about 366 |0.96 372 | 0.86|-0.06 (-0.23 to
0.11)
n=458
Members of the team provide & share resources to 363 | 082|363 |0.77 | 0.004 (-0.14 to
help in the application of new ideas 0.15)
n=453
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There is a lot of give and take 3.68 | 088|354 |09 |0.14 (-0.03 to
0.31)
n=456
We keep in touch with each other as a team 3.72 | 0.86 | 3.61 0.91 | 0.1 (-0.05 to
0.27)
n=456
People in this team are always searching for fresh, new | 3.55 | 0.81 | 3.44 | 0.83 | 0.11 (-0.04 to
ways of looking at problems 0.27)
n=454
There are real attempts to share information throughout | 3.66 | 0.88 | 3.60 | 0.81 | 0.06 (-0.10 to
the team 0.21)
n=454
The team is always moving towards the developmentof | 3.59 | 0.80 | 3.52 | 0.78 | 0.07 (-0.08 to
new answers 0.22)
n=451
Team members provide practical support for new ideas | 3.66 0.77 | 3.59 0.79 | 0.07 (-0.07 to
and their application 0.22)
n=454
Members of the team meet frequently to talk both 3.61 092 | 345 | 097 | 0.16 (-0.01 to
formally and informally 0.34)
n=453
* taking into account clustering effects
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Appendix 7 Overall satisfaction with job and with the way the
appointments system works in their practice, for each group of staff

DOCTORS

AA Non-AA

N=108 N=95
Question n % n % Unadj Adj Adj OR

OR*  OR** 950, CI**

TAKING EVERYTHING INTO 2.13 2.01 1.09to
CONSIDERATION, HOW DO YOU FEEL 3.68
ABOUT YOUR JOB? (N=201)
Extremely satisfied 20 18.7 10 10.6
Very satisfied 63 58.9 45 479
Mildly satisfied 15 14.0 28 29.8
Neither satisfied or dissatisfied 2 19 6 64
Mildly dissatisfied 4 3.7 4 4.3
Very dissatisfied 3 28 1 1.1
Extremely dissatisfied 0O 00 0 0.0
OVERALL, HOW SATISFIED ARE YOU 0.84 0.93 0.53to
WITH THE WAY THE APPOINTMENTS 1.65
SYSTEM WORKS IN YOUR PRACTICE?
(N=203)
Extremely satisfied 7 65 3 3.2
Very satisfied 38 35.2 39 41.1
Mildly satisfied 36 33.3 37 389
Neither satisfied or dissatisfied 13 12.0 8 8.4
Mildly dissatisfied 10 93 5 53
Very dissatisfied 3 28 3 3.2
Extremely dissatisfied 1 09 0 0.0

* taking into account clustering effects

** adjusted for practice, age-group, sex, full-time/part-time, practice list size.
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NURSES

AA Non-AA

N=85 N=69
Question n % n % Unadj Adj Adj OR

OR* OR ** 9504 CI**

TAKING EVERYTHING INTO 0.72 0.83 0.41 to
CONSIDERATION, HOW DO YOU 1.70
FEEL ABOUT YOUR JOB?
(N=153)
Extremely satisfied 18 21.2 14 20.6
Very satisfied 41 48.2 42 61.8
Mildly satisfied 22 259 8 11.8
Neither satisfied or dissatisfied 1 1.2 1 1.5
Mildly dissatisfied 1 1.2 2 2.9
Very dissatisfied 2 24 1 1.5
Extremely dissatisfied 0 00 0 0.0
OVERALL, HOW SATISFIED ARE 0.86 1.04 0.53 to
YOU WITH THE WAY THE 2.03
APPOINTMENTS SYSTEM WORKS
IN YOUR PRACTICE? (N=152)
Extremely satisfied 6 7.1 5 7.4
Very satisfied 34 40.5 30 44.1
Mildly satisfied 28 33.3 22 32.4
Neither satisfied or dissatisfied 4 48 3 4.4
Mildly dissatisfied 10 119 6 8.8
Very dissatisfied 2 24 1 1.5
Extremely dissatisfied 0 00 1 1.5

* taking into account clustering effects ** adjusted for practice, age-group, sex, full-
time/part-time, list size.
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ADMINISTRATIVE / RECEPTION STAFF

AA Non-AA
N=241 N=219
Question n % n % Unadj Adj Adj OR
OR* OR**  950%
CI**
Taking everything into consideration, 1.08 1.09 0.76 to
how do you feel about your job? 1.56
(n=459)
Extremely satisfied 58 24.2 54 24.7
Very satisfied 116 48.3 99 45.2
Mildly satisfied 48 20.0 43 19.6
Neither satisfied or dissatisfied 9 3. 9 4.1
Mildly dissatisfied 5 2.1 10 4.6
Very dissatisfied 2 0.8 2 0.9
Extremely dissatisfied 2 0.8 2 0.9
Overall, how satisfied are you with 1.08 0.98 0.68 to
the way the appointments system 1.40
works in your practice? (n=447)
Extremely satisfied 19 8.1 16 7.5
Very satisfied 89 38.0 78 36.6
Mildly satisfied 69 29.5 69 32.4
Neither satisfied or dissatisfied 30 12.8 18 8.5
Mildly dissatisfied 18 7.7 18 8.5
Very dissatisfied 7 3.0 10 4.7
Extremely dissatisfied 2 09 4 19

* taking into account clustering effects ** adjusted for practice, age-group, sex, full-
time/part-time, list size.

Appendices - copies of questionnaires

Copies of the questionnaires used in this study are shown on the following

pages
Appendix 8 Questionnaire for survey of practices
Appendix 9 Patient survey questionnaire

Appendix 10 Non-user survey questionnaire

Appendix 11 Discrete Choice Experiment questionnaire
Appendix 12 Staff survey questionnaire
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Disclaimer

This report presents independent research commissioned by the National
Institute for Health Research (NIHR). The views and opinions expressed by
authors in this publication are those of the authors and do not necessarily reflect
those of the NHS, the NIHR, the NIHR SDO programme or the Department of
Health. The views and opinions expressed by the interviewees in this publication
are those of the interviewees and do not necessarily reflect those of the authors,
those of the NHS, the NIHR, the NIHR SDO programme or the Department of
Health

Addendum

This document was published by the National Coordinating Centre for the
Service Delivery and Organisation (NCCSDO) research programme, managed
by the London School of Hygiene & Tropical Medicine.

The management of the Service Delivery and Organisation (SDO) programme
has now transferred to the National Institute for Health Research Evaluations,
Trials and Studies Coordinating Centre (NETSCC) based at the University of
Southampton. Prior to April 2009, NETSCC had no involvement in the
commissioning or production of this document and therefore we may not be able
to comment on the background or technical detail of this document. Should you
have any queries please contact sdo@southampton.ac.uk.






