
Craigmillar Medical Group: 
Safety Netting in a Deep End Practice

Taking a multidisciplinary approach to 
providing proactive support to the 
most vulnerable patients, during the 
ongoing COVID-19 pandemic.

This case study describes how Craigmillar’s well established 
multidisciplinary team adapted their ways of working (processes, roles and 
communication) to ensure their most vulnerable patients were kept as 
safe and well as possible during the ongoing COVID-19 pandemic. 

Craigmillar is a Deep End practice in the city of Edinburgh, with a list size 
of approximately 10,000. 

The Scottish Deep End is a network of GP surgeries in Scotland which 
cover the 100 most deprived patient populations. It was developed by the 
Royal College of General Practice (RCGP) Scotland Health Inequalities 
working group. It enables GPs to share experience of the challenges they 
face in dealing with some of the most deprived sectors of society. 

This group acts as a network for GPs who are dealing with similar 
problems of health inequalities on a day to day basis. This may include 
complex multimorbidity, drug and alcohol problems, and social isolation.

“Safe care for our practice means having 
a reliable system of identification of the 
vulnerable patients, with a proactive 
approach to supporting them.”

Katriona Paterson
Senior Mental Health Nurse/Team Lead/Partner

Craigmillar Medical Group, Edinburgh

https://www.gla.ac.uk/researchinstitutes/healthwellbeing/research/generalpractice/deepend/


Craigmillar Medical Group has been operating a well established system of telephone triage, set 

in the context of a NUKA-type model where integrated health and care services are provided by a 

multidisciplinary team in primary and community care.

At the beginning of the pandemic, the team saw the need to quickly develop processes to 

maximise resources to best support their patients. Safe care for the practice means having a 

reliable system to identify vulnerable patients and a proactive approach to support them. 

Background 

Identification of Vulnerable People

The whole practice team contributes to identifying patients who would benefit most from 
proactive support. For example, there is a small cohort of patients who attend the practice on an 
almost daily basis who are well known by the Care Coordinators.

Check-in Calls

• Resource: the Care Coordinator role has evolved significantly, and there are several members 
of the team making the proactive wellbeing calls. 

• Format: flexibility is key – the call covers general wellbeing, access to food / medicines / crisis 
loans, and the need for any professional advice such as the Citizen Advice Service.

Use of NHS Near Me

During the early weeks of the COVID-19 pandemic response, the team expanded this model to 
include the use of NHS Near Me.

Follow Up

The team is taking a more proactive approach to follow-up. When appropriate (and with 
permission) the team can ‘link’ families on Vision. This ensures the information is up-to-date and 
connected. Linking records ensures that practitioners have access to information about any 
relevant personal circumstances (for example caring responsibilities) and potential family support 
the patient may have.

Approach

Top Tips

• Involve the ‘front door’ team: the Care 
Coordinators have been crucial to this. They know 
the patients well, so empower them to compile the 
lists and make the calls.

• If possible, ask clinicians doing telephone triage to 
sit within hearing range of the Care Coordinators, to 
demonstrate good practice.

• Hold huddles the whole team can attend -
(Craigmillar began with twice-daily, and have since 
moved to daily).

• Use the Vision Daybook for quick communication 
with colleagues. Introduce a handover book to 
provide staff with a central mechanism to record 
critical information throughout the day.

• Think of practical ways to support staff wellbeing: a 
quiet room if you have the space, and daily coffee 
check-ins to ensure they don’t work a whole day in 
isolation from colleagues.

Mental health support resources are posted on 
Facebook, and the links can be texted to patients. An 
example of this can be viewed here: 

https://youtu.be/ia8uipPUGYM

The practice website homepage includes links to the 

NHS Inform self-help guides, Scotland's service 

directory, and other resources hosted by ALISS.

Self-help Resources

https://www.kingsfund.org.uk/publications/population-health-systems/nuka-system-care-alaska
https://youtu.be/ia8uipPUGYM
https://www.nhsinform.scot/self-help-guides
https://www.nhsinform.scot/scotlands-service-directory
https://www.aliss.org/


In the Practice

• The requirement to reduce footfall in the practice has presented a significant 
challenge: at the beginning of the pandemic, a member of staff was always 
required to unlock the door and ensure the patient moved safely through the 
building. This took resource away from the phones, which were incredibly busy.

• Being restricted to phone / video consultations whilst in their homes was difficult 
for some patients - they do not all have access to a quiet space where they can 
safely and confidentially discuss their care needs.

In the Community

• Many community services had to close during lockdown, and have either been 
unable to reopen, or have moved to different access models. “Appointment-only” 
access can act as a real barrier for some people. 

• Provision of services virtually also has a significant impact as digital poverty exists 
on several levels: limited or no access to devices; insufficient credit / data; 
inability to keep devices fully charged. 

• Virtual systems and processes can be difficult to navigate – seeking support is 
made even more challenging for those with lower literacy levels / lack of 
confidence. 

Challenges

Impact

Continuity of Care

The multidisciplinary approach to the identification of vulnerable 
patients, in combination with regular all-staff huddles, ensured 
that where possible, patients continued to be supported by the 
practitioners who knew them best. 

Increased Access to Support

Staff facilitated access to crisis loans when patient benefits were 
delayed (the claims system removed face-to-face contact options). 

• Visit: Craigmillar Medical Group website

• Learn more about the Scottish Deep End Project.

• Visit the Decider website to find out more about the 
approach and resources. 

More information 

• Craigmillar had been operating a telephone triage model for over 
a year before COVID-19, which meant that when practice footfall 
needed to be reduced, patients were already familiar with the 
model.

• In mental health care, using a shared language and a set of 
accepted terms across primary, community, secondary and 
emergency care makes communication much easier: use of the 
STOPP app and the Decider website have facilitated this 
consistency.

Enablers

“Our patients often feel that they don’t want to bother us and the 
feedback so far is that our approach has been really helpful.”

“It’s important that we are in touch with these patients in a way 
that provides a safety net – it reduces some of the anxieties 
associated with the high levels of risk in primary care.”

Feedback

https://www.craigmillarmedicalgroup.co.uk/
https://www.gla.ac.uk/researchinstitutes/healthwellbeing/research/generalpractice/deepend/about/
https://www.thedecider.org.uk/
https://www.thedecider.org.uk/

