Areyou still here?: Reconciling patient access and GP
effectivenessin the management of a large medical practice:
a case study using QPID

by

Will Liddell and John H. Powell
University of Bath School of Management
Working Paper Series
2003.06

UNIVERSITY OF

5y BATH

SCHOOL OF MANAGEMENT




University of Bath School of M anagement

Working Paper Series

University of Bath School of Management

Claverton Down
Bath
BA2 7AY
United Kingdom
Tel: +44 1225 826742
Fax: +44 1225 826473

http://www.bath.ac.uk/management/research/papers.htm

2003.01 Stephan C. M. The Conundrum of Leading or Following in Palitics? An
Henneberg Analysis of Political Marketing Postures
2003.02 Richard Fairchild Management’ s optimal financia contracts, the degree of
alignment with investors, and the ‘ carrot and stick’ role of
debt.
2003.03 Richard Fairchild An Investigation of the Determinants of BT’ s Debt Levels
from 1998-2002: What does it tell us about the Optimal
Capital Structure?
2003.04 Steve Brown & Strategic Resonance Between Technological and
FeliciaFai Organisational Capabilitiesin the Innovation Process within
Firms
2003.05 Paul Goodwin Providing Support for Decisions based on Time Series
Information Under Conditions of Asymmetric Loss
2003.06 | Will Liddell & JohnH Areyou still here?: Reconciling patient access and GP

Powell

effectivenessin the management of alarge medical practice: a
case study using QPID




Are you still here?: Reconciling patient access and GP effectiveness in the

management of a large medical practice: a case study using QPID

Liddell W* and Powell JH?

Abstract

Current thinking on patient access policy in general practice stresses timeliness of provision
as much as other, more traditional measures of effectiveness. Medical practitioners encounter
anumber of manageria dilemmas in implementing these patient access policies. For example,
individual consultation times need to be limited while the often unpredictable needs of
patients need to be met at the time of presentation; the need for continuity of access (i.e.
seeing one' s own doctor rather than another in the same practice) must be reconciled with the
need for management of the consultation process as a whole to release practitionersto carry
out other duties and indeed to maintain work-life balance. The management of thisin a
medical practice involves anumber of constituencies, for example, doctors, nurses, reception

staff and, not least, patients themselves.

The system which constitutes the operation of the practice is a hybrid one, having components
which can be objectively viewed and quantified and others which remain qualitative, either
because they are subjective by nature (e.g. patient satisfaction) or because data on that facet of
the operation is smply not available. Such hybrid management problems are amenable to
treatment by qualitative systems methods and this paper describes an ex ante, real-life
intervention using a qualitative system dynamics gpproach known as QPID (Quadlitative

Politicised Influence Diagrams). The method ascribes agents and actors to the connectionsin
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an influence diagram of the system in focus. This subsequently structures thinking about the

appropriate actions (aimed at these agents and actors) for managing the system behaviour.

The method is applied to the establishment of implemented patient access policiesfor a
substantial practice in the South of England and shows the use of QPID to derive practica

action plans for the management of this challenging aspect of Genera Practice management.




Are you still here? Reconciling patient access and GP effectiveness using

system modelling.

Aims and Objectives of the Study

This study concerns alarge medical practice in the United Kingdom which, in response to
national policy directives, needs to improve the access of its patients to the General
Practitioners or GPs. Thisisclearly system problem since the various components of the
practice, which include GPs, nurses, receptionists and the patients themselves, have to work

together in order to improve the standards and speed of care.

The principal researcher, a senior partner in the practice, opted to apply the well-known
techniques of Qualitative System Dynamics (QSD) and in particular arecent extension to
those techniques known as Qualitative Politicised Influence Diagrams, or QPID. This
extension, discussed more fully later, allows the examination of the roles and motivations of
actors and agentsin a managed system and is particularly effective at generating managerid
action aimed at persuading those actors to use their position in the system to some collective,

desired effect.

The am of the study, then, was to make a substantial improvement to the time which patients
in the practice had to wait before seeing a practitioner without detracting from other measures

of medical effectiveness.

There were a number of necessary components to the manageria study.

Firgtly, it was necessary to obtain afuller understanding of the nature of the system. The



receptionists behaviour, for example, affected patients expectations of service, and the
way on which the workload of GPs would be affected was by no means clear at the

beginning of the study.

Secondly, the practice managers had to understand how the dynamics of the systemwere

likely to be affected by policy changes.

Lastly, and most importantly, it was a clear objective of the study to identify clear,

implementabl e actions — a purely descriptive study would not be sufficient.

Characterisation of managerial problems in general medical practice

The problems facing the management of medical facilities such as alarge general medical
practice are, of course, specific in some respects, but in many others are typical of awide
class of management activities which we characterise as being ‘ hybrid system problems'. By
this we mean that the problems involve the understanding and subsequent manipulation of a
system which has both mechanistic and human components. The management literature
(Simon 1957) refersto the former as bureaucratic processes, indicating that their outputs are
dependent solely on their inputs; they are machine-like or mechanistic. Thisisin contrast with
the human components which are universally understood to be at best boundedly rational
(March and Simon 1993). It is beyond conjecture that the management of such hybrid
systemsis different in nature from the treatment of wholly mechanistic processes, say a

chemical plant or afinancial accounting system.

A genera practice has components which are essentially bureaucratic, such as an information
retrieval system, adetailed rule-based appointments policy or even some of the rules

governing prescription of drugs, but it clearly has human components which form the very



heart of its capacity for success, whether that successis viewed from the business point of
view or from the specific viewpoint of the patients or of the medical practitioners, the nursing
staff or the accountants. This plurality of viewpoint, where the different human components

of the managed system have different constructions of the objectives and even of what the
system itself consists of, is characteristic of hybrid systems (Quinn 1978). Similarly, an
accompanying characteristic, an inevitable consequence of the plurality of the managed
system, isthe need for accommodation — policies, far from being imposed upon the
organisation by an all-knowing all-powerful head, are, to some extent, negotiated among the

various individuals and power groups in the organisation.

General practice management problems, then, are examples of types of managerial activities
well-understood in the management literature, but they are nevertheless challenging in their
nature. We present here the application of a particular technique of dealing with these hybrid
problems, a technique widely used in more general management, but which has only recent
come to the attention of health management practitioners. It presents particular attractions for
the hybrid, highly negotiated environment of health systems, and we apply it to a particular,
real-life example, namely that of the management of patient accessin alarge genera practice

in the South of England.

The patient access problem

The current UK Government has expressed a commitment to make the NHS more responsive
to the needs and of the public (Health 2002). This has been driven in part by a desire to make
the public services more accountable, but also by rising expectations of service provision
within society. The recent Audit Commission Report on General Practice revealed that the

public is generally satisfied with the service apart from the waiting time for appointments



(Various 2002). The NHS Plan set out arange of targets for general practice. One of these
states that by 2004 patients will be able to see a primary care professional within 24 hours and

a GP within 48 hours.

The NHS Plan targets represent a significant management challenge for general practice.
Workload has increased steadily in recent years, driven by a number of trends including
changes in demography, the transfer of work from secondary care to general practice, quality
standards set by the National Service Frameworks (NSFs) and the involvement of GPsin
external tasks such as managing Primary Care Organisations (PCOs), appraisal and
professional development. At the same time there are increasing difficulties in recruiting and

retaining GPs within the workforce.

The great mgjority of GP services are still delivered by GPs working in partnerships as
independent contractors to the NHS. GPs retain responsibility for the management of the
services they provide. This autonomy has enabled primary care servicesto be closely adapted
to local needs and promoted innovation and flexibility in away that a more centrally
controlled system might not have allowed (Baker and Pringle 2000). However, there are also
drawbacks. In particular practices do not generally benefit from accessto high level
management expertise. Management skills are rarely a part of the training of GPs and most

practices lack the resources to employ managers with expertise in operations management.

Practices are faced with the complex task of balancing the competing needs of their
organisations to deliver improvements in access to the service and achieving demonstrable
improvements in quality of care within the constraints of alimited GP workforce. Thisisa
source of considerable stressin the working lives of GPs (Gillam and Pencheon 1998).

Thereis aclear need to develop management skillsin genera practice and to identify tools



which are appropriate to the environment.

Approaches to access

Nearly everybody in the UK isregistered with a GP, who provides medical care ‘from cradle
to grave’. An appointment with the patient’s GP has traditionally been the single entry point
to accessing healthcare resources. The ‘gatekeeping’ function of the GP has been seen as one
of the key strengths of the UK health service, particularly in containing cost (De Maesener,
Hjortdal et al. 2000). However, the volume of demand and the number of available GPs has
dictated the need for change. Firstly, the NHS Plan has resulted in the establishment of
alternative sources of healthcare advice which are easy to access, including NHS Direct and
Walk-in centres. These services are nurse-led. They provide patients with an alternative to
approaching their GP surgery for medical advice. These services are popular and appear to be
safe, but there are doubts about their cost effectiveness and they are unlikely to significantly
reduce the workload of GPs (Grant, Nicholas et al. 2002; Salisbury, Mnaku-Scott et al. 2002).
Secondly, practice nurses, who have aready taken on much of the work of chronic disease
management from GPs, are now increasingly acting as the first point of contact with patients
presenting with acute iliness. Thirdly, there is an increasing emphasis on demand
management (Pencheon 1998). This includes promoting self-care, using aternatives to the
face-to-face consultation with a GP (such as telephone and e-mail) and matching the

availability of appointments more closely to demand.

Practices use a variety of management systems to deal with same day appointment requests
(Luthraand Marshall 2001; Stoddart, Evans et a. 2003). Murray and Tantau describe three
types of access system (Murray and Tantau 1999). Traditional access systems, which are still

common in UK genera practice, make little attempt to match supply with demand. The



appointment systems tend to be permanently saturated, so same day accessis difficult for
patients. In first generation open access systems there is an attempt to predict same day
demand and capacity is gained by carving out part of the schedule in anticipation. These
systems till tend to overflow and are open to manipulation by both patients and practice staff.
Second generation open access systems assume demand can be satisfied if enough capacity is
available. All patients are seen on the day they wish and there is less time spent by reception
staff in negotiation and less-game playing. It has been claimed that such systemslead to
reduced waiting times, better attendance levels and increased continuity of care and

satisfaction (Murray 2000).

In 2000 the National Primary Care Collaborative was set up to promote improvementsin
patient care including the management of practice appointment systems. Thisinitiative
bought together health care professionals from large numbers of practices to share ideas and
experience. The NPCC promoted the PDSA cycle methodology for implementing quality

improvement (Berwick 1998). The NPCC advocates an open access approach.

The Qualitative System Dynamics approach to hybrid system problems

The well-known System Dynamics approach isto prepare a graphical model of the system
under consideration by considering the flows and levels of certain variables which together
define the state of a system. In considering our present topic, patient access, for example, one
would include (from a long list) such variables as GP hours available for appointments,
waiting time for a routine appointment, and demand for same day appointment. Causality is
expressed in the form of arrows connecting these variables, as shown in Figure 1. Thisisan
extract from alarger diagram (Figure A1l)which will feature centrally in our subsequent

anaysis.
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Figure 1. Expression of causality in SD diagrams

Asisusual, positive and anti-positive correlations are indicated by + and — signs on the
arrows. In its numerical form the SD approach takes these diagrams and turns them into sets
of differential equations whose behaviour can then be investigated. The effects of candidate
policies are compared against the existing system behaviour (known as the reference mode) in

order to identify appropriate strategies for managing the system under consideration.

Many, indeed most, managerial systems, however, are not easily represented entirely
numerically in such afashion. To represent as a smple number some human descriptor, such
as morale or well-being or quality of explanation achieved in a consultation is problematic.
Such things are scalable but not necessarily declarable as a precise number. There exists, in
other words, awide class of managerial problem where complete quantification of the
components of the problem is not possible or desirable, a set of problems we have described
above as hybrid and which includes patient access and many other health management

problems.

The response of SD practitioners (Wolstenholme 1990; Coyle 2000) to this difficulty of

representing system variables adequately in numerical form has been to seek approaches
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which avoid the necessity for numerical representation while retaining the causal information
contained in the ID. One does not need to place a number on a system variable to express
causality: adeath causes grief; one does not need a precise numerical measure of theintensity
of that grief in order to accept and act upon that causality. The essential analysistool in this
gualitative embodiment is the concept of loop behaviour. Figure 2 shows another extract from

the full patient access ID of Figure Al. It hastwo cyclic structures marked A and B.

ruaiting time u
for routine appm
+ readinesst
wait for nwm_‘_\

demand far =f /
routine appointments +
perceived,
+ walue of

v continudy

developmenrnt of 3
reumork ZPpatient

L S

\____q___ relatiorship

Figure 2. Two loops extracted from the full model

Loop A shows how, as patients become more ready to wait for a consultation with their own
GP, the continuity of care improves. The GP/patent relationship develops and rework is
reduced, easing the pressure on routine appointment waiting times which in turn encourages
patients to wait that little bit longer for an appointment with their own doctor. If there were no
other mechanisms in operation a dight decrease in waiting times propagates round the loop,
reducing rework and eventually producing afurther decrease in waiting times and an
increased willingness to wait for one' s own doctor. Thistype of loop is called areinforcing

loop. Clearly, if system managerscaninitiate  abeneficia risein the variablesin thisloop
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and, critically, can act so asto increase the strength of desired connections, the effect ion the

patients health will be positive.

Loop B can be seen to have asimilar structural behaviour.

The qualitative form of SD uses such arguments to move directly from the structure of the
system under consideration (the ID) to proposing sets of actions aimed at manipulating the
system variables and the strengths of the connections between them towards a beneficial
system behaviour without having to go through the intermediate stage of predicting the
behaviour of the system as expressed in a somewhat arbitrary numerical representation. Of
course some connections can be captured very well by numerical investigation. Here, for
example, one could carry out a study of the correlation between waiting time for routine
appointments and willingness to take an appointment with a doctor other than one’s own, but
while such knowledge can be easily incorporated in the qualitative SD method, it isrelatively

rare in the type of problems considered here.

A recent refinement (Powell and Bradford 1998; Powell and Coyle 2003) of the approach,
known as QPID (Qualitative, Politicised Influence Diagrams) attaches symbols to the causal
arrows indicating the actors or agents who are able to affect the strength of the connection.

Figure 3 shows the actors for the loops of Figure 2.
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Figure 3. Two loops showing the actorswhich control the strength of correlation

between variables

The key to the symbolsfor al of these diagramsis shown at Table 1.

Key

P Individual patient

D The GP

P The practice ‘ executive

C The PCT

R Reception staff

O Other patients and relatives

Table 1. Key of symbols designating actors
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Thus we see that the degree to which patients are willing to wait for their own GPs is
influenced by the patient (p), the patient’ s family and friend (O), the GP (D) and the reception
staff (R). To the extent that we can identify actions aimed at motivating these actors to
encourage patients to wait for their own doctors, even though the waiting time for such an
appointment has increased, the more we will be able to use the inherent dynamics of Loop A
(Figure 2) to our patients benefit. Similarly, if we allow the actors to behave in such away as
to provoke patients to demand appointments with GPs other than their own as soon as routine

waiting times increase, we will induce a deleterious effect in loop A.

The case now described in detail illustrates the practical use of the QPID method in deriving a

set of actions from an ID from which Figures 1, 2 and 3 were taken.

Application to patient access in a general medical practice

Specific Context

In 2000 the Frome Medical Practice, the subject of thisinvestigation, participated in the
National Primary Care Collaborative, the NPCC. The practice changed from atraditional
system where same day access was achieved through provision of an unbooked ‘ emergency
surgery’ for urgent cases at the end of the day to afirst generation system with twice daily
booked ‘same day surgeries’. Capacity was increased with the employment of more salaried
GPs. The practice also started to gather data on waiting times and pati ent satisfaction. The
changes were embraced by reception staff and initially there was a demonstrable
improvement in waiting times and patient satisfaction. Two years later, however, the
appointments system was once again saturated and there was a growing sense of
dissatisfaction amongst the GPs. The partnership identified access and workload as the key

area for management attention within the practice and as a direct result the investigation
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reported here was started.

It was obvious from the beginning that the patient access problem at Frome was, as might be
expected, being a system problem. Receptionists, GPs, nurses and other contributing parties
demonstrably needed to work together to produce an amelioration of arapidly worsening

Situation.

Sudy method

The study was designed as an action research project. The active researcher was a partner in
the practice and was formally engaged in the debate regarding the prioritisation of strategic
aims and the operational approach to improving access. The methodology was broadly based
on astudy by Hazell and Powell (Hazell and Powell 1997)describing the use of QSD in

addressing a marketing problem in the defence industry. The stages are outlined below:

Stage 1: Defining the basisfor discussion

In order to initiate the process of developing a QSD model a simple diagram was prepared to
represent a part of the system. The main aim at this stage was to have basic model to
demonstrate the principles of model building to interviewees at stage 2 and to provide a

foundation on which to build a more complete diagram.

Stage 2: Confirming the basisfor discussion

An experienced GP and practice manager were approached to work on the development of a
baseline influence diagram. During the course of two unstructured interviews the main
components of the system were defined and rel ationships between these components were

explored. The product of these meetings was a baseline influence diagram.
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Stage 3: Interviews

The baseline diagram was used as a basis for eight interviews with practice members. These
comprised four were GP partners, one nurse and three managers (reception manager, practice
manager and general manager). Each interview lasted approximately one hour. The
interviews were not recorded, but notes were made, including specific statements made by

interviewees, and these were written up within 3 hours of the interview.

Although each interview covered arange of issues, each had a different emphasis reflecting
the preoccupations and interests of theindividua. In all but one case some adjustment to the
baseline diagram was proposed. A large number of questions were raised about the nature of
relationships between different factors and severa ideas emerged for influencing the system
in ways not previously considered. Some of these questions were addressed at this stage of
the study by reference to data from the practice appointment system and the genera practice

literature.

Stage 4: Condensing the data

After completion of one cycle of interviews the notes were reviewed and afinal diagram
(Figure B1) was drawn incorporating the modifications suggested by interviewees. Thefinal

diagram adheres as closely as possible to the rules suggested by Coyle (1996).

Stage 5: Final output and loop analysis

At this stage information was extracted from the final diagram. A number of loops were

identified.
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Stage 6: Group discussion

The final diagram and loop analysis was presented at a meeting of the partners. Several of the
participants had contributed to the influence diagram, but as some of the partners were
unfamiliar with the technique a brief description was given of the methodology. Three of the

more important loops were chosen as the basis for discussion.

Stage 7: Final interviews

Five of the partners present at the meeting when the influence diagram was discussed were

interviewed about their reactions to the diagram and its useful ness.

Resear ch Question/hypothesis

The problem facing Frome Medical Practice was to derive actionable policies for the practice
which would improve patient access (under existing and expected NHS policy) consistent
with the needs and motivations of the members of the practice (being the GPs, patients,

nurses, receptionists and others)

The mode|

The principles of constructing an ID were quickly grasped by the informants. All those
participating appeared to engage readily with the technique and enjoy the process of exploring
rel ationships between different parameters. 1t was notable that none of the informants had
difficulty perceiving the access and workload issue from a systemic perspective. The

interviews produced a number of modifications to the baseline ID.

A number of themes emerged repeatedly - for instance the balance between the number of

patients seen and the quality of the consultation, the responsiveness of the practice and the
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tendency of patients to seek advice about minor illness, speed of access and continuity of
care. These coalesced around a central triad expressed by the relationship between practice
policies, the consulting behaviour of doctors and the behaviour of patients with respect to
illness and health service use. Despite arange of opinions regarding the nature of
relationships, it was eventually possible to produce an ID which was felt to reflect truly the

perceptions of al participants. Thefinal ID isshown in Figure B1 in Annex B.

The analysis

Analysis of the fina ID comprisestwo stages. Thefirst stage is to identify the important
loops within the main ID and determine the nature and strengths of the relationships depicted.
The second stage is to determine the actors or agents able to affect those relationships and
analyse their actual and potentia roles. Space does not permit a discussion of all the loops,

but three were highlighted for particular attention.

demand for
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in DS : //!
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Figure4: Minor llinessloops

Firstly, the minor illness loop ( in Figure 4) isareinforcing loop which describes the
relationship between same day demand, time pressure and doctor’ s consulting behaviour. Itis

closely related to a second reinforcing loop in the same figure which describes the effect of
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explanation on future self-care. Clearly increased demand for same day appointments under
an open access appointments system results in more patients seen on the day and greater time
pressure on the GP responsible. While some of the patients who need to be seen on the day
have symptoms or conditions which GPs would a so perceive as needing medical attention on
an urgent basis, many of those requesting same day appointments have minor symptoms such
as coughs, colds and sore throats which could either be seen in aroutine surgery or, indeed,
managed at home with simple remedies from the pharmacist or local store. GPs frequently
express frustration at the level of consultations for minor ailments (Morris, Cantrill et al.
2001). Inthe present study several GPsfelt they were more likely to issue a prescription for a
minor aillment in the context of a busy same day surgery. Often thisresultsin antibiotic
prescriptions for upper respiratory tract infections. There is good evidence that antibiotics
have limited effectivenessin the treatment of URTI. Furthermore theissue of a script for a
minor ailment like a sore throat increases the likelihood that the patient will reattend in the
future with the same aillment (Little, Williamson et a. 1997). Ironically, there is evidence to
suggest that patients expect to receive a prescription less often than GPs believe (Britten and
Okuomunne 1997; Cockburn and Pit 1997). So although GPs may believe their prescribing in
minor ailmentsis driven by patients’ expectations, it may be the GPS' own perceptions which

drive thisloop.

A second reinforcing loop involving continuity of care was discussed earlier in this article
and isshown in Figure 2. Informants generally considered that continuity of care had
declined as aresult of changes in practice arrangements. The short term result of a patient
consulting with a GP whom they did not know was a greater likelihood of returning for
further reassurance or for afollow-up with their own GP resulting in more rework. This

perception was confirmed by analysis of data on repeat presentation after a same day surgery
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appointment. The effect of rework isto increase the demand for routine appointments leading
to longer waiting times. Longer waits result in less patients being ready to wait to see their
own GP, thereby reducing continuity of care and completing the loop. Another loop operates
concurrently in that reducing experience of continuity is likely to reduce its perceived value
so that patients are even less willing to wait and see their own GP if they do not know him/her

well.

Continuity of care has traditionally meant that the patient visits the same doctor (Freeman
1985). By contrast statements by the NHS executive emphasi se the importance of consistency
and co-ordination of care (Guthrie and Wyke 2000). From this perspective continuity is
enhanced by organisational measures, guidelines and electronic records irrespective of the
individual doctor involved. However, high levels of personal continuity result in the
development of trust (Mainous, Baker et al. 2001), greater satisfaction with the consultation
(Hjortdahl and Laerum 2002) and greater enablement (Howie, Heaney et al. 1999). Having a
persona GPis highly valued by patients particularly for dealing with more serious,

psychological or family issues (Kearley, Freeman et a. 2001; Schers, Webster et al. 2002).
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Figure5: Reception skillsloop

Thethird pair of reinforcing loops (E and F in Figure 5) concerns the work of receptionists.
Enhancing the skills of receptionists and allowing them greater discretion (loop E) may
enable them to offer asign-posting service. Rather than acting as a block (under traditional
appointment systems) or as a passive conduit for access to a GP (under open access) the
skilled receptionist has the potential to carry out alimited diagnosis, thus potentially avoiding
the need for a consultation with a GP by diverting the patient to secretaries, practice nurses
and health visitors as appropriate. Diversion of work should reduce the time pressure on GPs
leading to better quality consultations and more effective preventative work. Since GPs
remuneration is likely to become increasingly target-based this trend should increase practice
income(GPC 2002). Higher levels of income should, at the discretion of the partners, make
more resources available for training and rewarding receptionists. Concurrently, enhancing

receptionist’s skills (loop F) islikely to increase job satisfaction and retention (Pfeffer 1998).

Key actions resulting from the exercise

Table Alin Annex A setsout as an example the results of analyzing one of the three loopsin
terms of the desired effect on the strength of each relationship, the actors influencing each
relationship and the actions likely to achieve the desired outcome. The key actions

implemented immediately following the study are shown below.

Telephonetriage: A nurse with telephone triage experience was recruited to work jointly
with asalaried GP providing atelephone triage service and face-to-face consultations every
morning for patients requesting same day appointments. Approximately 70% of these

requests are now dealt with over the telephone
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Clinical receptionists. Receptionists received training to allow them to elicit more
information from callers and to direct them to the most appropriate source of advice. A script

was prepared to ensure consistency and respect for patient confidentiality.

List size adjustment: Patients were transferred from some GPs' lists so that the size of the list
more closely reflected the availability of each GP for routine consultations. This measure has

improved continuity.

Availability of health visitor and social worker: These professionals agreed to make

themselves available to answer patients' requests at defined times during the day.

Guidelines for the use of same day surgery. A definition of the purpose of same day surgery

was agreed so that patients were given consistent advice on how to use the service

appropriately.

Guidelines for minor iliness management: Evidence-based guidelinesfor the management
of minor ailments were prepared to ensure consistency between GPs and nurses with respect

to treatment and advice given to patients.

Increasing nurse capacity. The working patterns of nurses have been closely examined to
maximise effectiveness and certain services (for instance the Wart Clinic) withdrawn as a

result of reviewing the evidence on effectiveness.

It might appear in retrospect that some of these actions could have been identified without the
use of an explicit system description method but there are a number of clear benefits from

such an approach.

The consequences of taking action and thereby altering the system dynamics are easily

seen. Moreover these consequences are assessed within a system diagram which
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is, to some extent agreed by the different parties. While the parties may not agree about
which loop isthe strongest, they will have agreed about the potential mechanisms of

behaviour of the system under consideration.

The consequence of not taking action are easily seen. An option for action may be
rejected, ultimately, because of resource limitations but the codification of the system

behaviour allows investigation and indeed debate of the effects of such inaction.

Thereisasense of completeness about the study. Within the inescapable limitations of the
system representation we can be sure that all actions have been investigated. Thereisa

political point here; because al action options emerge equally and formally from the loop
analysis, it israther difficult for some interested party to suppress arbitrarily debate about
aparticular style of response. While at times this may be managerially uncomfortable, the

benefits in achieving wide consensus and assessment of action are well substanti ated.

The targeting of more detailed, often numerical, analysis (such asin the case of the Wart

Clinic above) is enabled.
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Relevance to other medical management problems

Hedlth system management has, as its focus, systems which occupy most of the continuum
from hard to soft systems. Wholly numerical, hard analysis might be appropriate for, say, the
detailed specification of the number of vehicles required in an ambulance service to meet a
specific demand whereas the establishment of appropriate modes of dialogue among cardiac
care professionals (surgeons, GPs, nurses, dieticians, social workers) is an example of a soft

system which it would be unwise to address purely numerically.

QPID, as used here, addresses the softer end of that continuum, but it provides clear and

mutually supportive connections into the harder forms of analysis.

Specifically, where clear numerical connections occur in the ID, this numerical evidence
iseasily mobilised in the analysis. In the present caseg, if there were datarelating, let us
say, triage skillsto waiting time it would be wholly appropriate to include it, particularly
in the very last stage where the action sets are reconciled against resource availability and

application efficiency.

One of the advantages of QPID (and to some extent of al the soft methods), isthat it
targets further, more detailed study, and where thisis best done by numerical methods, it
is easy to specify the more detailed numerical investigation within an explicit system

representation.

To some extent our perspective as health system managersis coloured by the availability of
tools for managing such systems. If, because of a paucity of tools, we can only address
narrow, numerical problems, we will tend to focus on them. The availability of softer tools

means that we can feel confident in taking on awider managerial ambition wheretheaimis
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not just to codify those parts of the problem tractable by numbers, but to make a difference

and give avoice to the other parts of a health system — human beings

Future Work on Methodology

QPID isbeing used extensively in hybrid system practice in areas other than medical system
management. A good example is the use of the method by British Telecom to map and
improve the mechanisms of customer satisfaction. The customer satisfaction system is
demonstrably hybrid in the sense we have use here which perhaps explains why a series of

wholly numerically-based interventions have been less than successful in the past..

The current research direction is towards the further analysis of the agents and actors
intervention in the system. For example, afertile area appears to be the identification of the
knowledge and competence sets used by the agents and actors to implement their influence. A
recent study (Powell and J 2003) uses QPID to map the system of operation of asmall
business services firm in the UK and thence to identify the knowledge and skills used by steff
to make business decisions. Thisinformation was then used by the firm to identify training
actions, to identify key staff and to take appropriate measures to protect key information from

the competitive intelligence activities of competitors.
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Annex A: Table A1 — Action list resulting from loop analysis of loops A and B

Loop Arrow Intent Actor Action
Rework loop - Ensure patient understand importance of seeing own GP.
p - Ensurethat ‘other’ GPs make patients aware of limitations of
(Loop A of
waiting time > tregting ‘other’ patients
Figure3) e 0 -
readiness to wait for wesk - Ensurethat ‘other’ (i.e. not patient’s) GPs refer whenever
D
own GP appropriate.
O
R - Instruct to advocate waiting as beneficid
readiness to wait for - Ensurethat if apatient chooses to wait they do get to see their
D
own GP > continuity strong own GP.
of care P - Ensurethat 1S system dlows visible use of patient’s history
continuity of care> - Ensure patients know the benefit to the doctor of persond,
strong P
devdopment of continuing consultation
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Ensure GPs use and are seen to use case history and informal
knowledge in that case history.
Make sure patient understands the vaue to GP of consistent

consultation

Encourage other practices to agree on benefits of continuity

development of Use close relationship to impart reditic timescae information
GP/patient ON curative processes to patient — expectation setting
reletionship > o Use dlose relationship to investigate and ded with medical/socidl
rework context
rework > Set redligtic expectations for rate of progress of condition.
demand for routine week

gppointments

Encourage other local practices to establish expected standards

of sarvice




demand for routine

Consder demand shaping (putting more GPs on at busy periods)

gppointments >
Congder dternative routes to treatment (practitioner nurses, for
waiting time for wesk
example)

routine
gppointments
continuity of care > Seek examples of positive and negative effects
perceived velue of strong Explain to patient the role of knowledge in the diagnostic and
continuity curative process

Perceived
perceived vaue of

value loop
continuity >

strong Convince patient of worth of waiting relative to benefits.

readiness to wait for

(loop B of
own GP

Fgure?)

readiness to wait for
own GP > strong

continuity of care




Table A2 — Action list resulting from loop analysis of loops C and D

Loop Arrow Intent Actor Action
Y - Promote awareness of other sources of help and advice (e.g. community
Self-care loop pharmaast and hedlth visitor) are used
Demand for same R Train dinicd receptionists as Sgn-posters as wel asfilters
day access > week
(Loop C of petients booked P - Develop nurse triage for same day problems with dlear protocols
in SDS - Develop dternatives to afaceto-face consultation with a GP
Figure 4) D Support triage by nurses and receptionists
patients booked
into SDS > strong P - Develop minor illness nurse or nurse practitioner
patients seen by
GP inSDS
Y - Discourage regular use of SDS as ameans of obtaining medica care
g‘gﬁﬁiﬁ? " wesk D - Ensurethat dedling with time pressure is part of GP' s persond development plan
pressure - Identify GPs who have difficulties and offer help at team level
P - Moveto longer gppointments for SDSin the long term
Encourage GPs to help out colleagues when demand is high
P - Written information for petients on minor illness
g(%?aa:ﬁrire g wesk D - Ensure uniform gpproach to management of common problems
- Educationa meetings for GPs and staff about minor illness
Develop communication skills and participative consultation style
p - Provide written materids to support verbd advice
Explanation > strong - Congder sdf-care manuds.
sdf-care o) - Increase community awareness of smple measures for sdf trestment
Involve schools and carers
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Hf-care>

demand for same strong p * Ensure patients feel confident they will be able to access advice when they need
day access It
p Promote awareness of the disadvantages of antibiotic use in minor illness
Time pressure > wesk
_ likelihood of Encourage GPsto dlicit patient’ s expectation with regard to prescriptions
Prescribing script D Reinforce co F over b
nsequences of over-prescribing
loop Ensure uniformity of management of minor illness
Likalihood of weak D More use of ‘delayed’ script
script > script &y P
(Loop D of | iSued
Script issued > wesk D Provide clear explanation of reasons for issuing script
Figure 5) Medicdlizetion Provide dlear advice on how to manage smilar illnessin the future
Mododzation> | weske | &P Community heith education
day access




Table A3 — Action list resulting from loop analysis of loops E and F

Loop Arrow Intent Actor Action
Qudityof receptio_n kills strong R Develop receptionist script
Receptionist >.qud|ty of reception Enable receptionigtsto dicit details of patient’s needs
triage Provide adequate numbers of reception staff at busy times
loop quality of reception triage ek Y -StaffPromote confidence in discretion and competence of the reception
;ngn ents booked into P Ensure dternatives exist for dedling with patient’s needs (eg
(Loop E of secretaries to ded with sick notes)
patients booked into SDS
Figure 6) > patients seen in SDS seelLoop C
patients seen in SDS >
time pressure
Promote effective communication and consultation skills
Income loop D Get more done in the consultation
Encourage hedlth promotion activities
(Loop F of time pressure > quality of wesk
consultation P - Ensure IS system generates clear reminders for routine checks and
: interventions
Figure 6) . . .
Y Ensure patients are aware of the time condraints
D Ensure excellent record keeping
Qudlity of consultetion > strong
targets met P Ensure adeguacy of 1S
targets met > quality strong P Ensure contract with PCT properly rewards service ddivery

payments




quality payments > strong Subject to new GP contract
practice income
Practice income > strong Allocate resources for training and development of staff
investment in saff
Concentrate on recruiting staff with people skills and potentia
Ensure training is effective and gppropriate
invesment in staff > strong Support development of reception staff

qudlity of reception skills

Promote empowerment of front-line saff and teamwork
Stress importance of receptionist role in the hedlth care ddivery
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Annex B

quality of effect of zocial factors
reception
protocols

alternative
+

demand for

i d
quality of ——F same day a———
t o reception skillz quality of aooess +
+ reception triage /f'
1 g

= ~

.-}+

medicalzation

work generated
by MSF =
shift of veark to

use of

_,.-f’f telephone

wuaiting time
far routine a|:-|:| -:-mtment

readiness t
wiait for cwan GP ™,
+

- —

DHA T ate

investment =taff i self-care seripts Esued
in staff retention ﬁ-,ﬂ Egn[;.tgbjnk 2 + +|:|1S continuity of ca
+ +
+ 1; explanation - i : demand for
| sta.:f'f: ct_ patients seen ) lkelihood ofscript GP hours available |- appointments 4/
practice  SSLETICHIN in S0'S ¥ - +d 4 perceived .
i e e " time pressure + value of
+ 4 Sickness continuity
_ '“——- GP stress . ——— dunidance
qu ality P _ !_F/r retire me nt
payments qua : impact of
T EEEE-F"/ coreultation farn vark frequent attenders
; " consistency ~—~””’J
quality of
com munication Edhared % patient e rewc-rk development of
SRR EatSfa-:'h-:-n GF/patient
-\H___H makiing relationship
fulfilment of q_____d,—f'

patients’ needs

patient expe c‘tahN—/—/_/

Figure B1: Full Influence Diagram of Patient Access study (without allocation of actors)



