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How many GPs are too many?  
A local story from Living Well in Communities 

 

 
A study aiming to identify barriers to GP Continuity of Care in Dalhousie Medical Practice 
by Dr Leona Carroll, Dalhousie Medical Practice 

 
Context 
 

Although this is perhaps not a unique 
problem for Dalhousie Medical 
Practice, it is the first time we have 
looked to better understand what we 
could change in the practice to 
improve continuity of care, patient 
access and patient experience. 
 
We started with a small cohort of 20 patients identified as being the most frequent attending of our 
patient population. As the lead GP I had support from the Practice Manager and Office Manager and a data 
analyst provided data as part of the Frailty Collaborative in Midlothian Health and Social Care Partnership 
(HSCP). 
 
Dalhousie Medical Practice has a population of approximately 8300 people. This has historically been a 
mining community, leading to many patients presenting with COPD and respiratory conditions. The 
population of the area is rising due to the increasing number of housing developments being built locally.  
 

Why was a change needed? 
 
We identified patients over 65 years of age with frailty using the eFrailty Index (eFI). 
The data analyst for Midlothian HSCP then used this data to highlight that our top 20 
most frequent attenders (from January - June 2018) had on average:  

 visited a GP 17 times (range 11 - 32), and  

 visited eight different GPs at these appointments (range 3 - 11).  

 
We wanted to reduce the number of GPs these patients were seeing, to improve continuity of care as it is 
widely recognised that patients benefit from consistent management by the same clinician. This leads to 
better health outcomes, higher satisfaction rates and provision of more cost-effective healthcare. Evidence 
points towards reduced prescribing, decreased hospital admissions and use of the emergency department 
(Continuity of Care RCGP, 2017). Groups who most benefit from continuity of care include the most 
vulnerable, for example those with multiple co-morbidities, elderly people, people with mental health 
difficulties and those requiring end-of-life care. 

We had thought that there was an issue with GP continuity, but until we reviewed this data we didn’t 
fully realise the impact.  
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We anticipate that by reducing the number of GPs patients are seeing that this will improve efficiency and 
relationships between the GP and patient, improve patient satisfaction and result in fewer investigations 
and referrals to hospital. This would benefit both patients and GPs. A regular follow up appointment is for 
ten minutes, and valuable GP time is lost if a person needs to spend five minutes retelling their story.  
 

What we did 
 
The data analyst for Midlothian HSCP highlighted the practice’s top 20 most frequent 
attenders over 65 years of age who had been identified with frailty using the eFI.  
As I was undertaking this study by myself, 20 patients was a manageable number to 
focus on for this piece of work.  

 
Initially I produced a process map of the current process for patients requesting a GP appointment. Within 
the practice we have a named GP system, whereby patients calling to make appointment are directed in 
the first instance to their ‘allocated’ GP for continuity. However, on mapping the process and speaking with 
the reception team it became apparent that reception staff were not able to see the screen detailing that 
the patient had a named GP. The reception team also reported that ‘patients didn’t care who they saw’ 
and also ‘patients want to be seen on the same day that they call’. 
 
I contacted each of the 20 patients to ask what prevents them from seeing their named GP, keeping the 
questions as open as possible. Only eight of the patients knew about the named GP system. Other reasons 
were recorded and can be seen on figure 1.  
 
Patients were asked to select a named GP and this was noted in their records. An alert was created to pop 
up on screen when the reception team book an appointment, highlighting the named GP for the patient to 
offer as first point of contact when possible. 
 
It took approximately three hours in total to contact all patients spread over several days, fitted around my 
usual clinical work. Patients were very much engaged with the concept of continuity of care and several 
times highlighted their shared frustration at having to ‘retell the same story’ to different GPs. They were 
very much aware of the pressures on primary care teams. I was concerned that when I was calling patients 
they might ask additional questions about their care/conditions during the call, but this was not the case, 
they were all very supportive.  

 
Impact  

There was lots of good and unexpected positive feedback from patients who appreciate 
the resource challenges of GP appointment availability. It was also useful to look at the 
process from the point of view of patients and reception staff. We were not previously 
aware of the limitations with the booking system, or that patients were unaware of the 
named GP system – both factors contributing to poor continuity. 

 
One thing we noticed was a discrepancy in the initial data we received. Patients attending the flu clinic 
were observed by clinicians mobilising over a short distance, if any mobility issues were observed they 
were given a short frailty questionnaire to complete. If patients had not completed and returned this 
questionnaire they were not accurately coded on the GP system. We were able to amend their frailty 
category based on clinical judgement, and this did not affect the test of change. We now ensure that we 
complete these questionnaires with patients when attending home visits to improve coding within the 
practice.   
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We are awaiting our second data set to understand the impact of this work, and we hope that this will 
show a decrease in the number of GPs seen by this group of patients.  
A balancing measure to be aware of is that some GPs may be requested as named GPs more than others. 

 
Lessons Learned 
 
1) Check your data to see if GP continuity of care is a problem for your practice. 
 
2) For larger study numbers you will need colleagues to be on board and to help with 
the patient contact, or have dedicated time allocated for you to do this. 
 

3) Contact patients yourself, don’t delegate this task to the reception team, as patients are very 
appreciative of the time you have taken to improve their care and are prepared to be more open with 
clinicians (doctors / nurses alike). The conversation was more free-flowing, as we discussed reasons why 
the appointment system was set up as it is, and clinicians have the authority to make decisions during the 
conversation, for example allocating a named GP.  

 
This is the second project for which we have used eFI data, and colleagues are increasingly recognising the 
usefulness of this to flag up areas of concern. Prior to this study we did ‘have a feeling’ that continuity 
could improve but without the data to back this up it may not have resulted in any action. 
 
Discussion around how we use quality improvement tools is becoming more commonplace, and there is a 
recognition among staff that these tools can help find the problem we are trying to solve - importantly the 
tools are helping to remove the assumption bias that perhaps has driven previous quality improvement 
projects within the practice. 

 

Next steps  
 
It is important to note that some cases or circumstances may require us to deviate from 
the named GP process, and this is something we cannot change. For example, if a 
patient requires an urgent appointment that day, then they may not be able to see 
their named GP. 

 
Our next focus area will be home visits. We know that the home visiting system is not conducive to 
continuity. Historically the practice has a named GP allocated to home visits per day, so patients requiring 
a home visit would not have an option to see their named GP. The boundaries for the practice have 
recently changed, so we may now be able to look at changing our home visiting system to improve 
continuity of care.   
 
 

A top tip is to involve patients in your clinical studies, as they will give you an answer you may not 
have anticipated and will highlight issues with your system that you may not have been aware of. 
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Figure 1: Poster displaying details of the project 


