Patient Viewpoint Group Meeting Notes
21st November 2025

In attendance representatives from: Rose, Dalton, Greenhead, Almondbury

Guest Speaker: Elena Clinical Pharmacist

Aim of the forum
Each practice’s patient group is encouraged to send at least one representative to this PCN‑wide meeting, but the forum is open to all interested patients. PPG reps are asked to feed information back to their own practice groups.
2. Purpose of the meeting
· To bring together patient representatives from different practices in the PCN.
· PPG reps are requested to feed information back to their own practice groups.

3. Topics planned for discussion
· Appointment systems & “total triage”
· How patients access appointments and how requests are prioritised.
· Online consultations (e.g. PATCHS)
· Current use and changes expected next year.
· DNAs (Did Not Attend)
· High DNA rates for Saturday PCN clinics and impact on capacity.
· Electronic Repeat Dispensing (eRD)
· Main focus of this session, led by the PCN clinical pharmacist.
· Tolson Connect – Connections for Better Health project launch
· Any other questions from patient reps if time allowed.

4. Electronic Repeat Dispensing (eRD) – key points
Types of prescriptions
· Acute – short‑term treatment (e.g. a one‑off course).
· Repeat – long‑term treatment for chronic conditions.
· “When required” (PRN) – used only as needed (e.g. some inhalers); these are often not suitable for eRD.
What is eRD?
· A way of issuing repeat prescriptions electronically in advance for a set period (e.g. 3, 6 or 12 months).
· The GP practice authorises the prescription; the pharmacy then dispenses it at agreed intervals (e.g. monthly, or weekly for blister packs).
· The prescription “drops” automatically to the patient’s nominated pharmacy, so the patient does not need to request it each time.
Example given
· A patient on a statin:
· Instead of ordering every month, the in‑house pharmacist can authorise up to 12 months of statin on eRD.
· The pharmacy supplies one month at a time.
· At the end of the 12 months, the patient has blood tests and a medication review; if appropriate, another 12 months can be set up.
Benefits
· For patients
· Less admin – no need to order the same medicines every month.
· More predictable supply of regular medicines.
· For practices
· Reduced repeat prescription workload and footfall.
· Frees up staff time for more complex queries and clinical work.
· For pharmacies 
· Reduced repeat prescription workload.
· Predictable demand for medications

Clarifications raised
· eRD still comes via the GP practice – it is not a direct‑to‑pharmacy service without GP authorisation.
· Question raised on how patients can be put onto eRD – discuss with your practice’s inhouse pharmacist if you may be suitable. Patients need to be on regular, stable medications.

5. DNAs (Did Not Attend) - High DNA rates for Saturday PCN clinics and impact on capacity.

The discussion focused on high Did Not Attend (DNA) rates for the Saturday PCN clinics held at the University Health Centre.
Key points:
· DNA comparison
· Usual DNA rate at patients’ own surgeries is around 6–10% 
· Saturday University Health Centre clinics currently have a higher DNA rate of about 15% 
· One theory is that patients feel more responsibility and personal connection to their own practice/team, so are more likely to attend there than at an unfamiliar Saturday clinic.
· Saturday clinic set‑up
· Held at the University Health Centre.
· Services include:
· Phlebotomy (blood tests)
· GP in the morning and afternoon
· Physiotherapy
· Nurse‑led cervical screening clinic
· These appointments are for all PCN practices, not just the University Health Centre’s own patients.
· Patient feedback on missed appointments
· After a DNA, patients receive a questionnaire asking why they missed their appointment.
· Common feedback included:
· Website opening/closing times not clearly reflecting Saturday clinics.
· App not clearly showing the appointment.
· No one answering phones at the weekend.
· Automated phone message and Google listing saying the surgery is closed, which puts people off attending.
· Constraints and current workaround
· The University Health Centre is officially closed as a normal GP surgery at weekends:
· Phone lines are off.
· Google and website show it as closed.
· If they changed the listing to “open”, their own registered patients might try to use it as a normal surgery (reception, prescriptions, booking), which they are not staffed to support.
· Current workaround:
· Text message reminders to Saturday patients explaining:
· Google may say the surgery is closed, but it is open for the Saturday clinic.
· A mobile number is available on the day for cancellations (not the main surgery line).
· Ideas and suggestions from the group
· Query about whether extra wording could be added to Google (e.g. “does not apply to Saturday appointments”) – but Google is very limited and does not allow helpful narrative text.
· Suggestion to:
· Give the Saturday clinic a different name (e.g. “Tolson Saturday Clinic” or similar) so that a separate Google entry could show it as open, even though it is at the same physical address.
· This would mean practices would need to change how they describe the location to patients (using the new clinic name rather than just “University Health Centre”).
· Sally was open to exploring this and invited further ideas from attendees.

Overall, the group recognised that confusing information about opening times and contact routes is likely contributing to higher DNAs at Saturday clinics, and they discussed practical ways to improve communication within the constraints of the host surgery’s normal status.

6. Appointment systems & “total triage”
· How patients access appointments and how requests are prioritised.

Sally updated the group on national changes to online consultations from 1 October and how these affect GP workload and patient safety.

Key contractual change
· Previously, practices could:
· Limit the number of online consultation requests per day, or
· Close the system once safe triage capacity was reached.
· Now, by regulation, practices must:
· Keep online consultation tools open all day during core hours, regardless of capacity.
· All requests still need to be clinically reviewed and prioritised, which creates significant workload and safety concerns.
Impact on workload and patient safety
· If a GP has capacity to safely review 10 online requests but 30 come in, they are still expected to review all 30.
· This means:
· Less time for face‑to‑face appointments.
· More time spent on questionnaires rather than seeing patients.
· Significant stress and risk for practices.
· Some practices (e.g. University and Greenhead) use online consultations for almost everything, so they are likely to be more heavily affected.
· In Sally’s practice, online use is low, but when used it is often for urgent issues (e.g. chest pain) where the system has already advised A&E and patients are trying to avoid that advice, creating extra clinical risk and work.
Political and practical concerns
· The profession’s concern is that government policy is focused on pleasing patients rhetorically (“more access”) without understanding the operational reality and safety implications for practices.
· If “the floodgates” open and all patients submit requests on the same day, practices cannot safely cope.

7. Online Consultation Systems - Current system (PATCHS) and upcoming change
· Practices currently use PATCHS, which:
· Requires separate registration in addition to NHS App/Patient Access etc.
· Generates multiple extra questionnaires.
· Requires staff to log into a separate system, then transfer information into the clinical record.
· From 1 April, practices will be allowed to change online consultation provider.
· Systems have been centrally procured in the past (eConsult, then PATCHS), with little practice choice.
· NHS England now lists 36 approved systems, each with different features (e.g. messaging, prescription ordering, integration).
· Practices want:
· Good functionality (ticks most boxes).
· Strong integration with the clinical system.
· A system that is easy for patients to use, otherwise uptake will be poor.
Likely preferred options
· For practices on SystmOne:
· There is a free, fully integrated online consultation option.
· Uses the same login as existing SystmOne patient access, avoiding extra accounts.
· Accurx is another strong contender:
· Widely used already for text messaging, sending fit notes, documents and questionnaires.
· eConsult – the one practices had prior to Patchs so patients and staff are familiar with the system.

Advice to patients / PPG members
· Practices should be communicating with patients before April about which system they will choose.
· If you haven’t heard anything, you can reasonably ask:
· “What are our options for online consultations after April?”
· “Which system are we likely to move to and why?”

For background on the national requirements around online consultations and digital tools, NHS England has guidance here:
https://www.england.nhs.uk/gp/digital-first-primary-care/


8. Tolson Connect is a new multidisciplinary team (MDT) service set up across the PCN to support a small group of very high‑need patients and reduce avoidable A&E use and GP demand.
Who it’s for
· Patients:
· Aged 65+ with long‑term conditions.
· With ≥3 A&E attendances in 12 months.
· And around 10 or more GP/surgery contacts in the same period.
· Typically people with:
· Multiple chronic diseases.
· High service use, possibly housebound.
· Often already known to several services.
How it works
1. Each practice runs searches to identify eligible patients.
2. A care coordinator contacts the patient (or family/carer) to:
· Explain the service.
· Obtain explicit consent to discuss them at the MDT.
3. The Tolson Connect MDT then reviews the case. The team may include:
· “Ageing Well” / community matron team.
· Council / social care (Gateway to Care, equipment, support).
· Practice clinical and admin leads (e.g. PCN nurse, practice manager).
· District nurses.
· Mental health representative.
· Hospice representative.
4. They:
· Review the medical record and speak to the patient/family/carers.
· Identify what extra support might help (e.g. social care referral, pharmacy support such as dosette trays, equipment, community services).
· Discuss options with the patient, aiming for them to feel heard, supported and involved in decisions.
Aims
· Help patients use services more efficiently.
· Prevent crises, A&E attendances and unnecessary admissions.
· Reduce the number of GP appointments needed by putting better support in place.
Scale
· The PCN has nearly 50,000 patients; only a small number will be taken on at any one time due to intensity of work.
· Sally’s practice (3,000 patients) identified 46 potentially suitable patients, so numbers across the PCN will be significant, but the MDT will work through them in “small bites”.

What patients/carers can do
· If you or someone you care for fits this pattern (frequent A&E and GP use, multiple conditions, 65+), you can ask your practice:
· “Could I / my relative be considered for the Tolson Connect MDT review?”

Sally plans to invite someone from the Tolson Connect team to a future meeting to share outcomes and an anonymised case study once the service has been running for longer.

Attendees thanked and meeting closed.
