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1. Executive Summary 
 

Research aims  
 

NHS Leeds CCG Partnership commissioned Qa Research (Qa) to hold a deliberative event to involve a 

representative cross-section of the Leeds population in continuing to develop its new strategy. 64 residents were 

invited to the event; 61 attended. Key findings follow. 

 

The ‘Local Care Partnership’ model 
 

Strengths 

 

Participants perceived a joining up of services to be a key strength of the model and an idea which posed a real 

possibility for a greater communication between GPs and medical experts.  Many hoped this would lead to 

better, more personal health care for patients, with ‘GP surgeries working together to offer care in your local 

area.’ It was also felt increased communication between staff would reduce appointment waiting time and it would 

be quicker to access medical care in locally. Time saving was a strength of the model further laminated through 

hospital specialists working within GP surgeries, and several hoped this would result in patients getting help 

faster and increase the quality of care offered. The benefits of the ‘one stop shop approach’ proved particularly 

popular, with participants believing it to result in a more efficient and time saving approach to delivering high 

quality, local health care. The rehousing of public and charitable services alongside medical services was seen as a 

positive alternative to traditional medicine, and also offered patients a way to take on greater responsibility for their 

own health. 

 

Weaknesses 

 

Multiple weaknesses were raised, with many of these centring on the proposal for patients to access GPs locally 

but not at their own GP, raising concerns about consistency and quality of care. Issues with the present 

system- having to ‘retell their story’ – would not necessarily be improved within the new model, and worries 

centred on the potential loss of the traditional, personalised relationship with their GP. Logistical concerns were 

frequently raised for those who could not travel far to appointments, and there was concern that the new model 

would result in a ‘postcode lottery’, where quality of care depended on where people lived. The new model also 

raised question of practical matters, and some worried it could be overcomplicated, and too much choice would 

overwhelm vulnerable members of society. Overall, participants were concerned the new model may not be 

favourable amongst older people, who were perceived to have a preference for the traditional doctor/patient 

relationship. 

 

Opportunities 

 

The new model was identified to be a chance to try something new and different and an opportunity for opening 

up channels of communication in the local community. Some thought the joining up of services could be 

expanded to include transport companies, schools and charities, whilst incorporating technology into the model 

was also identified to be an opportunity to be explored. The use of messenger apps, text messages and social media 

platforms were all suggested as ways to confirm, cancel and arrange appointments, as well as keeping patients up to 

date on practice information. Recognition was made, however, that not all patients would welcome the use of 

technology, especially older patients. 

 

Threats 

 

The main concern was raised as to how much the NHS would be spending on implementing the model and 

many felt an element of risk was involved, should the model not succeed or work. Many felt protective over the 

NHS; and threats centred on unnecessary money and time spent on the new model. 
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A changing culture 
 

 

Pros 

 

The main advantage of the change in culture was the evolution of the traditional patient and GP relationship, 

and many liked the idea of taking greater responsibility for their own health. GPs were recognised to be humans, 

not gods and several hoped a change in culture would relieve pressure on staff and an increasingly open and equal 

rapport with their GP would be developed. In turn, social prescribing was generally seen as a positive way for 

patients to take greater responsibility over their health and could help reduce overall NHS costs as well as 

increase its efficiency.  

 

Cons 

 

The main disadvantage of the new culture centred on concerns over the increased emphasis on individuals taking 

greater responsibility for their own health, for fear of misdiagnosing illnesses and conditions. ‘Dr Google’ was 

frequently cited and concerns centred on the reliability of trusting the internet for medical assistance. The model 

was felt to be unsuitable for all age groups, with older patients mentioned as struggling to grasp the concept of 

a holistic approach. These attitudes concerning age and adapting to the new model also extended to medical staff, 

with respondents also worrying about whether older GPs would engage and listen to their patients about their 

own ideas about their body and health. 

 

Suggestions 

 

The main suggestion offered was the inclusion of technology into the new culture as a viable way to improve and 

speed up access to medical treatment. Skype, FaceTime and other video chat facilities were seen as a quick and 

cheap way of speaking to GPs, in particular for the younger generations. The retention of face-to-face 

appointments for older people was felt to be necessary. 

 

Information sharing 
 

Many were happy for the law or practice concerning information sharing to be changed, and conversation 

centred on surprise that the NHS did not already share information between health, care and other service 

providers. While participants were happy for their information to be shared, an overwhelming majority felt strongly 

that information should only be shared with those who needed to know, with patient consent. Information 

sharing with non-medical services should be streamed, and they should only be able to see information relevant to 

them, rather than someone’s full medical history. Receptionists were similarly cited as only needing to have a 

certain level of access to a patient’s records, as many residents wanted to safeguard their privacy as much as 

possible. To alleviate concerns about information leaks, patients wanted to feel confident that the NHS would 

not sell their private details to external, third party companies.  

 



NHS Leeds CCG Consultation, April 2018 

 

5 
 

Summary conclusions  
 

People generally agreed with the case for change and accepted with varying degrees of enthusiasm the proposed new 

model.  

 

The emphasis on local care was popular, and this was perceived to speed up waiting time for treatment and reduce 

pressure on medical staff. 

 

There were concerns a holistic approach would work for some people more so than others. Older people would 

miss the traditional patient-doctor relationship, whilst younger people would benefit from appointment flexibility. 

 

Residents were positive about the proposed partnership approach and were particularly enthusiastic for social 

prescribing. 

 

The incorporation of technology into the model is one idea to explore further, and could improve and speed up 

access to health care for many. 

 

Participants felt protective over the NHS and were cautious of the new model. Should the model be unsuccessful, 

this could have financial and practical implications for the NHS overall. 

 

Patients were happy to have the information shared within the NHS services; as long as it is done on a ‘need to 

know’ basis and patient consent is sought first. 
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2. Introduction 
 

NHS Leeds Clinical Commissioning Group Partnership is made up of three statutory organisations (NHS Leeds 

North CCG, NHS Leeds South and East CCG and NHS Leeds West CCG). The partnership is led by locally based 

doctors and nurses, supported by experienced managers, to commission health services for Leeds. On 1 April 2018, 

the three CCGs merged to create a single CCG for Leeds called NHS Leeds CCG. 

 

The population of Leeds is almost 800,000 and, like most major cities, the city has some extremely affluent areas and 

some areas of great deprivation. 

 

The NHS in Leeds and Leeds City Council are working towards integrating health and care systems and ways of 

working to improve services for local populations. The focus is on community services, like adult social care, health 

visiting and community nursing; in future this may also include some services currently delivered in hospital, but 

which could be successfully provided in local community settings. The vision is that this integrated working will be 

able to deliver improved health and wellbeing, reduced health inequalities, better outcomes and a more engaged 

community. 

 

The CCG wants to ensure early involvement from the local populations. It intends that patient and carer experience 

will help to inform business planning, service re-design and procurement decisions; it wants to engage with the 

public, patients, carers and families in developing the new ways of working. 

  

 

3. Aims and objectives 
 

NHS Leeds CCG Partnership (CCG) commissioned Qa Research (Qa) to hold a deliberative event to involve a 

representative cross-section of the Leeds population in continuing to develop new ways of working. 

 

In order to meet this aim and following discussions with the CCG, the research targeted the following objectives: 

 To recruit to the event 64 people who live in or are registered with a GP in the CCG area; according to 

representative quotas (by gender, age group, working status) and spread across all area postcodes 

 To devise and deliver an innovative and informative event that encourages constructive discussion and 

feedback 

 To facilitate and note take on the day 

 To develop a conclusive report to give the CCG a basis on which to develop robust plans to meet the 

challenges ahead 
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4. Methodology 
 

The research was conducted to the guidelines set out by the international market research standards, ISO 

2025:2012. The research aims were achieved through the use of: 

 

 Face to face, on-street recruitment according to an agreed recruitment script 

 Deliberative event on 24th February 2018 with a broad range of 61 participants - Leeds residents and users 

of Leeds GPs 

 

 

4.1 Recruitment 
 

Qa agreed with the CCG the key demographic criteria of interest and drew up a sampling frame with the aim of 

recruiting a representative sample of residents from the CCG area.  

 

Qa devised a recruitment script with screener questions which ensured that recruits either lived at a postcode in 

the NHS Leeds CCG area or that they were registered with a GP practice.  The materials were signed off by the 

CCG; then recruiters were briefed with a detailed recruitment briefing document, supplemented by telephone 

briefing. 

 

The table below shows the target sample which was derived, using population data along with attendance data from 

similar events we organised for a Leeds CCG in 2014 and 2016: 

 

Quota criteria Recruitment targets 

Gender 

Male 31 

Female 33 

Age 

18-29 14 

30-44 14 

45-59 14 

60+ 22 

Working status 

Work full-time, part-time or self-

employed 
38 

Student / in training 9 

Looking for work 3 

Other/Carer /Full-time parent/Long term 

sick/disabled/retired 

14 

Postcodes 

Postcodes throughout the Leeds CCG area (1-2 per postcode) 

Total 64 

 

64 residents were to be recruited overall, with the expectation that a slightly lower number may attend.  

 

Recruiters fed back daily updates on progress so that quotas could be monitored and targets for the following day’s 

recruitment adjusted as necessary. Recruitment took place from 5th February to the 21st February at different times 

of the day and in different locations across the CCG area to ensure that all residents (either working, not working, 

with or without children) were given the opportunity to take part.  
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In order to maximise turn-out, Qa recruited residents who were committed to attending, by: 

 

 Using an on-street approach 

 Recommending that the event finished ‘before lunch’ at 1.00pm 

 Recommending the use of a meaningful incentive, £50 cash 

 Recommending the use of a venue with excellent transport links, that was easily accessible including to those 

with disabilities 

 Issuing an invitation letter, together with map, transport details, background information, notification that 

sessions may be audio recorded and contact details in the case of queries 

 Carrying out confirmation calls a few days before the event to provide any extra details required and check 

that participants still intended to attend 

 

Additionally, Qa ensured that the recruitment materials were written in plain English and that they communicated 

the following important messages: 

 

 Everyone’s opinions would be valued 

 It was not necessary to be an expert on the health service (or even a current user) as CCG or GP staff 

would be present to answer questions of fact 

 The event would be interactive and fun and would be designed so that everybody could contribute according 

to their own interests and points of view 

 

In order to ensure that anyone with additional needs would not be excluded, the recruitment script captured any 

special needs or considerations which were then made known to moderators involved at the event on the day.   

 

 

4.2 Event programme preparation 
 

The date of 24th February 2018 and venue of Thackray Medical Museum had been pre-selected by the CCG to fit 

well with other engagement activities and to target a location within the CCG area that had not held a deliberative 

event before but was accessible. 

 

The event was planned to last for three and a half hours, including registration facilitated by Qa, welcome speech 

from Qa, presentation from Dr Chris Mills of the CCG, interactive activities facilitated by Qa, refreshments and 

closing comments from the CCG.  

 

The image below is from Dr Mills’ presentation introducing the Local Care Partnership model and how this might 

unfold in the future: 
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In consultation with the CCG, Qa developed a detailed schedule and designed a set of activities to 

engage the participants in constructive discussions about the CCG’s proposed Local Care Partnership model, along 

with the topic of data protection and how patient information should be shared. The participatory appraisal activities 

were intended to be visual and engage a wide range of attendees, whilst ensuring that those who are typically most 

vocal were not able to dominate the discussions. Activity worksheets were devised so that hard copy data could be 

collected by participants, allowing space for facilitator notes, as our experience suggested that this would be a more 

reliable way of collecting data than relying on audio recording in a busy, noisy environment. 

 

Session One was intended to allow participants to settle into their groups and to provide their first reactions to 

what they had heard about the new model – its strengths, weaknesses, opportunities and threats. To set the scene, 

participants were presented with showcards describing a case for change, as a recap of Dr Mills’ presentation and a 

showcard highlighting key features of the proposed Local Care Partnership model. 

 

Session Two generated discussion about the principles and assumptions underlying the proposed new model, by 

presenting a showcard on ‘A changing culture’ and generating discussion using a H-Diagram activity sheet divided 

into sections for ‘pros’, ‘cons’ and ‘suggestions’. Where necessary, moderators also prompted on the following 

details: 

o What do you think about this explanation of how times change and how healthcare could be 

delivered differently? 

o Would it suit you? 

o Would it suit people you know, friends and family? 

o What could be the benefits / opportunities? 

o Are there any risks? Do you have concerns? 

o Might some patients prefer being told what to do by an authoritative professional and expect 

medicines/tablets prescribed? Would the new approach suit them? 

o Could anything be done to overcome those concerns? 

o Do you have any suggestions about how to make this work 

 

In Session Three, participants were shown a further showcard, asking them to consider how their personal 

information can be used and shared within the new model of care. Using post-it notes, participants were encouraged 

to note down any ideas or suggestions on how health and care services should share personal information in order 

for the new model to work effectively, with moderators also asking for their views on how the NHS currently uses 

patient information.  

 

Session Four would prompt a rapid round-up of the day’s discussions and attempt to gain a consensus from 

participants on each table of the three key points they would like to feedback (as a table) to the rest of participants 

in the room. 

Tom Bailey, a ‘capture artist’ had been invited by the CCG to attend the event to listen to discussions on individual 

tables and illustrate topics under discussion.  

 

See the appendix – section 7 - for a copy of the research materials - event schedule, discussion guide, showcards and 

activity prompts. 
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4.3 Event facilitation and data collection 
 

Qa managed the registration of attendees, checking ID and names to ensure that attendees had been correctly 

recruited. Participants were then allocated randomly to a table, with the intention that each table should have a 

roughly equal number of participants and that people who arrived together/appeared to know each other would be 

asked to sit separately.  

 

Experienced Qa researchers facilitated discussions on nine tables. A CCG staff member acted as timekeeper to keep 

the event on schedule. At the end of the event Qa moderators issued incentives, took signatures to acknowledge 

receipt, directed participants to the CCG sign-up sheet and thanked participants for their attendance and 

contributions. 

 

Sixty-one residents attended. The table below outlines the profile of attendees at the event and compares this to 

target sample.  

 

Quota criteria Recruitment 

targets 

Numbers 

attended 

Gender 

Male 31 27 

Female 33 34 

Age 

18-29 14 16 

30-44 14 13 

45-59 14 14 

60+ 22 18 

Working Status 

Work full-time, part-time or self-

employed 
38 36 

Student / in training 9 10 

Looking for work 3 2 

Other/Carer /Full-time parent/Long 

term sick/disabled/retired 
14 13 

Postcodes 

Postcodes throughout the NHS Leeds CCG area (1-2 per postcode) 

Total 64 61 
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4.4 Data analysis and reporting 
 

Each moderator photographed the activities that had been completed on their table; and they input the notes into a 

systematic analysis framework (in an excel spreadsheet) which was able to capture anticipated and unanticipated 

outcomes, while meeting the requirements of the brief. 

 

Moderators had space and were prompted to add their own observations about which themes generated strong 

emotions in participants alongside other non-verbal cues that added extra understanding to the topics discussed. 

They considered and noted areas of consensus, which themes recurred frequently as well as those points of view 

which were more unusual or where there was disagreement. Data was analysed by respondent type or subgroup; 

potential patterns or typologies were considered.  

 

As well as noting down participants’ explicit reasons or explanations given for opinions, the moderators also 

examined potential explanations for instances where participants did not contribute much about a topic area. Using 

theories from behavioural economics, they assessed different possible un-spoken interpretations for behaviours and 

opinions, including: 

 Personal – or dispositional (for internal reasons relating to the person)  

 Social – or normative (as a result of following actual or perceived social norms)  

 Environmental – or situational (as a response to external factors). 

 

Then, so that report writers could gain familiarity with the data overall and to reduce the likelihood of individual 

researcher bias, all moderators took part in a group de-briefing while the project managers stimulated discussion and 

took notes. They discussed emerging findings to identify recurrent themes, while considering relevance to the 

research objectives.  

 

The report writer then began the organisation and interpretation of the thematically coded data to report key 

findings, using direct quotations from event participants and activity images to illustrate a range of views. 

 

Images from the capture artist are also used to illustrate views, as long as the artist’s interpretation and that of the 

research findings coincide. 
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5. Key findings 
 

In this section we set out the main research findings from the deliberative event. 

 

Sub-sections are ordered according to the sequence of activities undertaken at the event. Key themes are discussed 

and illustrated with bulleted quotes taken from the activity post-its and selected from multiple tables. The more 

popular themes are illustrated with more quotes than the less popular themes. 

 

 

5.1 The ‘Local Care Partnership’ model 
 

After a welcome from each moderator and brief 

introductions round the table, participants reviewed 

the showcard presenting the ‘case for change’ and 

were then invited to take part in a SWOT Analysis to 

give their initial reactions about the new model they 

had seen described by Dr Chris Mills. This activity 

asked them to jot down their thoughts on post-it 

notes in each of the provided sections on the activity 

worksheet. 

 

 

 

 

 

 

 

 

 

 

 

 

A sample of completed SWOT Analysis activities is shown above. 

 

It should be noted that levels of understanding of the model were mixed amongst participants. Whilst some 

struggled to differentiate the current model of care from the new model, others were able to grasp the key concepts 

of the new model more readily and contribute accordingly.  
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5.1.1 Strengths 

 

Many participants voiced their respect for the valuable work the NHS does, with some citing their own positive 

experiences; they seemed keen that their feedback about the proposed model should be understood in that light.  

 

Overall, reactions to the new model were very positive, with the majority of participants able to understand and 

identify possible benefits of the proposed changes. A reoccurring theme was that many hoped a joining up of 

services would result in greater communication between GPs and medical experts, which would subsequently 

lead to better, more personal health care for patients. Increased communication between medical experts was 

assumed to reduce referral time and trips to hospital, whilst ensuring patients could receive as much help as possible 

at home in their local area. Many did not mind travelling to neighbouring GPs and often preferred this if it meant 

they received treatment faster. 

 

Quotes on this theme include: 

 

 GPs working together = faster help 

 GP surgeries working together to offer care in your local area will be more convenient 

 Convenient to go to any GP in your local area (drop in clinics) 

 I visited a neighbouring practice for treatment which was easier than going to the hospital 

 I like the joined up approach across services 

 collaborative services + improved communications = better care 

 

In turn, the idea of hospital specialists working within GP surgeries was particularly appealing, and several hoped 

this would result in patients getting help faster and increase the quality of care offered. A rehousing of hospital 

specialists, it was felt, would ensure more services were accessible in a patient’s local area and subsequently create 

an increasingly personalised relationship with medical experts. 

 

Quotes include: 

 

 Having specialists in for patients, further detail to help them understand 

 Good idea specialist at GP 

 More personalised and better quality of care and one on one time 

 More specialists for different conditions- monthly basis 

 Accessible specialist advice 

 

Reoccurring mention was made of the benefits of the ‘one stop shop’ approach, with many believing it to result in a 

more efficient and time saving approach to delivering high quality, local health care. Many found the idea of 

increased emphasis on local services to be particularly appealing; with the hopes this would make it easier for 

people to access and understand their treatment. The rehousing of public and charitable services alongside medical 

services was identified to be convenient, and would make referrals easier and less time consuming for GPs and 

medical support staff.  

 

Quotes include: 

 

 A one stop shop where all services work together  

 Easier all under 1 roof 

 Local services for local people is a good idea 

 Good idea to bring more professions together in medical centres 
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Partnership approaches, including medical organisations working with charities and public 

services to provide consistent care was largely viewed as positive by the majority, with the option of social 

prescribing being particularly welcomed amongst the younger generation. Referrals to debt advice, housing 

associations and advice services were seen as a positive alternative to traditional medicine, whilst also offering 

patients the opportunity to take on greater responsibility for their own treatment.  

 

Quotes include: 

 

 Being able to use facilities through a wide range of services 

 Better use of various services 

 Joint communications within social provisions 

 

At the heart of discussions, many felt the overall model could help sustain the NHS and relieve growing 

pressures on staff to treat an ever growing population. Conversation often dwelled on a perceived overall aim of 

improving the efficiency of the NHS and helping the budget spread a little further, with many suggesting the new 

model would help contribute to these goals. 

 

Quotes include: 

 

 Reduce number of hospital admissions 

 Keeping people out of hospital for longer periods of time 

 More support/patient support, saving money… NHS money 

 Spreading the load - individual's needs met by wider range of services so reducing burden on GP and/or hospital 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Artist images conveying some of the strengths discussed are shown above. 
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5.1.2 Weaknesses 

 

Although participants agreed the model looked good on paper, many struggled to fathom how the model might 

work in real life. As such, multiple weaknesses were raised, with many of these centring on the proposal for 

patients to access GPs locally but not at their own GP, raising concerns about consistency and quality of 

care. Many did not like the prospect of seeing a different GP each time they needed medical treatment, with several 

worried they would have to retell their story multiple times to different people and lose a personal, one-on-one 

relationship with their GP. Concerns of this nature were more likely to be broached as being relevant in the 

context of older patients, who were assumed to prefer the traditional, personalised relationship with their GP. 

Others were concerned private information would be shared with too many different people, leading to potentially 

embarrassing or uncomfortable situations.  

 

Quotes include: 

 

 May lose some continuity of care with known GP 

 Some people may not want to share information with GPs they do not know 

 If you are seeing a lot of different people, may lose a one-on-one relationship with doctors and nurses 

 Different GPs might mean difficult to talk about sensitive subjects 

 

Logistical concerns, resulting from the proposed model were frequently raised; with many worried they would have 

difficulties accessing alternative GP practices or medical centres, should more convenient appointments be available 

outside their local area. Participants were concerned that those who could not travel far to appointments might 

be missing out on better quality care, and comments of this kind were often made in relation to the older 

generation often perceived to have limited mobility. Some equated this to a ‘postcode lottery’, where quality of care 

was luck of the draw depending on where you live, with many assuming care services were better in some areas than 

others.  

 

Quotes include: 

 

 Could be too far for some people to travel if they have to go to a different GP than your local one 

 What if GP practices are not close by? 

 Those with travel issues- travelling/walking. This could lead to inconsistent care/post code lottery, especially for those 

with long term sickness and travelling between surgeries  

 You might have to travel far for an appointment 

 Older people need transport to travel 

 Quality and standards of services offered differ between GP services 

 Will you get the same service dependent on your location? 

 Consistency with location? 

 

Others were concerned the new model could be overcomplicated, and too much choice would overwhelm 

vulnerable members of society, such as the elderly or those suffering from mental health conditions. Some felt the 

model would not work for everyone, with some maintaining a preference for a traditional doctor/patient 

relationship, where treatment was dictated to patients.  

 

 The elderly could miss out on treatment with confusing admin 

 Too much choice about what to do - patients prefer guidance 

 Wouldn't work if depressed as thinking and decision making can be impaired 
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An artist image conveying one of the weaknesses discussed is shown above. 

 

 

5.1.3 Opportunities 

 

The prospect of change was welcomed by the majority, and many saw the model as a chance to try something new 

and different.  

 

Several perceived the model as opening up channels of communication in the local community, beyond the 

initial provision of medical care. For example, for some, the new model presented an opportunity to work with local 

transport companies to ensure patients could access appointments outside their immediate area. Others saw the 

model as a chance to start educating people about health and wellbeing by partnering up with local schools and 

involving families. 

 

Quotes include: 

 

 Education to address some issues e.g. school meals/education 

 Health care could start in schools re- healthy snacks and lunches 

 Consider partnering with bus companies & taxi firms if patients needing to travel to so many different agencies 

 Opportunity to involve and educate families 

 Social events - bring people together 

 I think that passing people on to local charities and help is fantastic idea but having a large enough organisation to 

help 

 

The possibility of incorporating technology into the model was also identified to be an opportunity to be 

explored. The use of messenger apps, text messages and social media platforms were all suggested as ways to 

confirm, cancel and arrange appointments, as well as keeping patients up to date on practice information. However, 

most recognised the inclusion of technology should be carefully thought out, as several perceived an over reliance on 

technology might not be appropriate for all age groups.   

 

Quotes include: 

 

 More use of digital communications channels: text, twitter  

 Electronic media should eliminate lots of time? 
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5.1.4 Threats 

 

Respondents largely struggled to differentiate ‘weaknesses’ with the possible ‘threats’, and instead spoke of threats 

to the NHS as a whole, such as financial matters and time taken to implement the new structure. Concerns were 

raised as to how much the NHS would be spending on implementing the model and many felt an element of 

risk was involved, should the model not succeed or work.   

 

Quotes include: 

 Great idea, time can take too long some times. 

 Could take a long time to roll out 

 How much will it cost to implement, are the funds available? 

 Lack of funds 

 Lack of transparency over how money is spent - scepticism about the amount actually spent on research 

 Hope it is fully funded 

 Initial cost of implementing new model - how long before a return on investment /cost saving is realised 
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5.2 A changing culture 
 

The next session generated discussion about the 

principles and assumptions underlying the proposed 

new model, by presenting a showcard on ‘a changing 

culture’  and  moderators explored the need for 

change and using the H-diagram activity shown to 

discuss ‘pros’, ‘cons’ and ‘suggestions for 

improvements’.   

 

 

 

 

  

 

A sample of completed H diagrams is shown above. 

 

 

5.2.1 Pros 

 

The majority of participants understood and accepted the need to change, although some found it difficult at times 

to comprehend how these changes would work in practice. Where this might be the case, almost all still assumed 

the NHS’s overall aim was still to ‘fix’ people, but were keen to discuss alternative ways for the NHS to 

function.   

 

Many welcomed the evolution of the traditional patient and GP relationship, with the majority suggesting this 

would be beneficial for both parties. Participants liked the idea of taking greater responsibility for their own health 

and setting their own health goals, but they also hoped this would relieve pressure on staff. GPs were recognised to 

be humans, not gods, and many therefore felt it unfair to place all responsibility of a patient’s health on doctors 

alone. Instead, the prospect of an increasingly open and equal rapport with their GP was particularly appealing, 

where patients could share ideas and suggestions and have them taken seriously.  

 

Quotes include: 

 

 Want someone to listen - you know your own body and how you feel 

 We need to take more responsibility for our own health 

 I think it's good that doctors listen to their patients more and understand their worries and concerns 

 We have more knowledge so should have the conversation with the GP 

 Doctors more human 

 GP's shouldn't have 100% ownership, they're only human 

 Being able to discuss alternative medicine i.e. exercise 

 Given treatment to suit myself and given an option for me to decide 

 Empowerment taking charge, having input into my health care 

 You feel in control of your treatment or illness 

 Involvement in personal healthcare seen as good idea  
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In turn, social prescribing was generally seen as a positive way for patients to take greater 

responsibility over their health. Many desired the opportunity to discuss alternative medicines and treatments with 

their GP, such as exercise or referrals to social groups. Some participants particularly enjoyed the example of 

parkour, used in Dr Mills’ presentation, and thought this could be a feasible form of care which could be prescribed 

to older patients, while others felt social prescribing allowed them to have more control over their health. For 

others, social prescribing also had the added perceived benefit of reducing NHS costs and improving its efficiency, 

with non-medical treatment being one way to ensure the NHS is sustainable for the future.  

 

 Exercise is more affordable - can pay as little as £16 at a basic gym 

 Social prescribing - (things / services signposted to) needs to be fun! 

 We like "Heads Together" campaign (young people and mental health), so think this is an example that could be 

followed or used to refer people to 

 We liked parkour example in the video - thought it was good that it took place as a group thing/and that it showed 

the people progressing as well as enjoying themselves 

 Free up beds in hospitals 

 

 

                          

 

 

 

Artist images conveying some of the pros discussed. 
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5.2.2 Cons 

 

While many could identify a number of benefits of the proposed model, some also raised concerns over the 

reliability of trusting the internet for medical assistance, which they assumed could be one consequence of the 

model. Several were wary of the increased emphasis on individuals taking greater responsibility for their own 

health, for fear of misdiagnosing illnesses and conditions. Frequent mentions were made of ‘Dr Google’ and use of 

the internet to diagnose conditions, with many a respondent citing tales of googling their symptoms, reading that 

they had a serious condition, when the reality turned out to be nothing more sinister than a cold.  

 

Quotes include: 

 

 Confusing as internet says one thing, the GP says another 

 People maybe more worried than they need to be due to Google diagnosis - which might create more work for GPs 

 Let the doctor tell you what to do - doctor has 7 years training 

 Dr Google not always good! 

 Possible incorrect info on internet 

 Misunderstanding of symptoms may lead to anxiety 

 I don't think allowing people too much influence is a good thing. With the internet, a lot of people may read things 

online and expect the doctor to prescribe them. 

 

The majority also raised concerns about the model not being suitable for all age groups, particularly the older 

generation. Many cited older relatives who might struggle to grasp the concept of a holistic approach to care, 

and might retain a preference for the traditional, face to face patient/doctor relationship. Some suggested older 

relatives would prefer for their doctor to retain control over treatment, and would prefer to see the same doctor 

each time they visited their GP. These attitudes concerning age and adapting to the new model also extended to 

medical staff, with respondents also worrying about whether older GPs would engage and listen to their patients 

own ideas about their body and health. 

 

Quotes include: 

 This is for this generation, not the old generation 

 OK to try this method with younger people but may not be appropriate for older people 

 Older generations need to trial as old people not the tech generation 

 Older people more in need but less used to new ICT 

 Older generation find it hard to adapt to the new system 

 Help needed especially with older people on dealing with this change 

 Too much difference for older generation, they're set in their way 

 Too hard to understand older staff- their attitudes are disrespectful (set in their ways) 

 Doctors lack of trust in how you feel 

      

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

Artist images conveying some of the cons discussed. 
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5.2.3 Suggestions 

 

The incorporation of technology into the model was frequently cited to be a viable way to improve and speed up 

access to medical treatment. Skype, FaceTime and other video chat facilities were seen as a quick and cheap way of 

speaking to GPs, whilst messenger apps could be utilised to allow instant chat between patients and GPs. Although 

technology was widely recognised as largely better suited to the younger generation, this was seen as being a useful 

way to triage face-to-face appointments for older people who many perceived requiring a more personalised 

form of treatment. 

 

Quotes include: 

 Technology as an entry point - FaceTime, live chat - skim a huge layer off/reduce bottle neck 

 Messenger app to be able to text / chat with GPs 

 If you were able to be in control of your own care (via a mobile app) you would feel more comfortable and organised 

(reminder for app) 

 

Others recommended an increasing reliance on other medical experts, such as pharmacists or specialist nurses, 

to relieve the work load of GPs and treat minor ailments. Although several were unsure of the logistics and 

resources available to make this a viable option, participants thought this could help patients receive treatment faster 

as well as in their local area, as long as people were made aware that these too were options available to them as an 

alternative to their GP. 

  

Quotes include: 

 

 More specialist nurses in the area who know about my illness 

 More encouragement to see the pharmacist instead of the GP 

 More use of 111 as triage - better awareness and branding is needed 

  

 

                         

 

 

 

 

 

 

 
 

 

 

 

 

 

 

 

 

 

 
Artist images conveying suggestions. 
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5.3 Information sharing 
 

In the final session, participants were presented a showcard 

about personal information and how it could be shared within 

the new model. Using a brainstorming sheet headed ‘how should 

health and care services share personal information to provide 

the best holistic care to patients?’ participants were asked to 

note down any suggestions they had.  

 

 

 

 

A sample of completed brainstorming worksheets is shown. 

 

 

5.3.1 Consent for information sharing 

 

Initial reactions centred on surprise that the NHS did not already share information between health, care and 

other service providers. Many assumed their personal information was already widely available across the NHS and 

were surprised to learn that their consent was needed to be gained prior to any personal information being shared.  

 

While many were happy for the law or practice to be changed, assuming it to result in better quality of care, some 

felt consent still needed to be gained before any personal information was shared. For those who were 

uncertain about changes, one reoccurring idea was the desire for an ‘opt out’ system, similar to the organ donor 

system currently in practice, where patients could choose whether to allow their information to be shared outside 

of their local GP practice.  

 

Quotes include: 

 

 Request consent from patients to share information. Assumed it was shared across NHS departments anyway 

 Thought this happened already 

 Relative to social media this is tame 

 Already so much online put there by yourselves- how can you be bothered? 

 If you don't want details sharing, opt out!! 

 I don't mind sharing my information if it will benefit me 

 Sign something; opt in and out system [like organ donors] but it'd be easier if everyone opted in, it'd work better 

 Like the donor system it should be opt out. 

 Develop a template consent form for all patients to sign after each engagement to say whether the information can 

be shared across agencies 

 Patients could consent to shared records across health care to stop having to repeat medical history/problems 

 They should ask 'do you mind sharing what the problem is' 
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Artist image conveying the need for consent before information is shared. 

 

 

5.3.2 Tiers or levels of information sharing, as appropriate 

 

A dominant theme was that many felt strongly that information should only be shared with those who needed to 

know. Information sharing with non-medical services should be streamed, and they should only be able to see 

information relevant to them, rather than someone’s full medical history. Receptionists were similarly cited as only 

needing to have a certain level of access to a patient’s records, as many residents wanted to safeguard their privacy 

as much as possible. Should organisations and services have open access to medical records, many felt this could lead 

to potentially embarrassing situations or people gossiping if their personal information were to fall into the wrong 

hands.  

 

Quotes include: 

 Share with relevant services. How can services be personalised if they don't have the full picture? 

 It should just be shared with whoever needs it. 

 Level of access to sharing personal information need to know 

 I don't want to tell you (receptionist) I just want an appointment with the Doctor 

 Top professional, including nurses, only - not the receptionist 

 Wary about receptionists having access 

 Worried people might gossip about it 

 Screen out information if not relevant so not all services can see everything 

 Doesn't worry the individual, but if you're in debt [and the information is collated] it could be a concern 

 I think your health information should be shared among the GPs and hospitals but not among voluntary organisations 

 When volunteering at Salvation Army, felt uncomfortable about having access to information about people coming in 

for food parcel - don't need to know they are an alcoholic; we are not going to give out booze! 

 Access levels should be looked at whether necessary need to know basis 

 Different levels of access should be created 

 

 

                                                     

 

 

 

 

 

 

 

 

 

 

 

 

Artist image conveying a streamed system of information being passed on to the relevant health professionals. 
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5.3.3 Data security 

 

To alleviate concerns about information leaks, many wanted to feel confident that the NHS would not sell their 

private details to external, third party companies. While some were conscious of increased cold callers, others 

were wary of potential cyber hacks. Some spoke of the 2017 cyber-attack, and felt the NHS needed to ensure their 

IT system was safe, secure and password protected, with a protocol in place should an online attack reoccur. Others 

suggested removing names from files, having records searchable by national insurance or NHS numbers only to 

remove risk of unnecessary identification, should files fall into the wrong hands. 

 

Quotes include: 

 

 I want my data to be secure and do not like it being shared between commercial companies (e.g. phone providers). 

 Medical details should never be sold to anybody 

 Shouldn't be able to share with medical companies to make money 

 Everything can be hacked- having protocols in place. Need to be clear of a potential hack. Remove patient name and 

put NHS number instead on files 

 Secure mail system- good IT needed like in criminal justice system 

 As long as security is excellent shared files between agencies should be no problem 

 Proper data protection/GDPR training for members of the health care team 

 Online encrypted programme (CPOMs) used in schools can identify who to share with and who needs to have access 

to everything, can the NHS use something similar? 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 
Artist images conveying the desire of participants for personal information to remain within the NHS and not leaked 

to external companies. 
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5.4 Table feedback on three key points 
 

During the final session, the moderator asked the table participants to sum up the day’s discussions in five minutes 

and then to decide on three key points they would like to feed back to the whole room. The moderator took notes 

before inviting a representative to stand up and speak for the table. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

A completed activity worksheet is shown above. 

 

The three key points from each moderator’s table are presented in the table below. 

 

Table Point 1 Point 2 Point 3 

1 

Communication in 4 key strands: multi 

agency liaison; promoting the new 

model to patients; keeping records up 

to date & shared safely & effectively; 

open & honest dialogue between 

patient & agency 

 

One Stop Shops' already in 

operation in Leeds could add in a 

health advisor who can act as a 

signpost to the relevant agencies 

Patient Journey needs to be traced 

and monitored - but how can non-

f2f engagement gain secure consent? 

2 

Patients need more control but should 

still respect the expertise of the 

specialists 

 

Good idea but is this going to work 

in terms of location? Will it be 

consistent? Maybe the model will 

not suit everybody. How will this be 

organised to suit everybody's needs? 

 

To improve you must change. It 

might not work but you have to try 

to see. Don’t sell our personal 

information to third party 

companies and there should be a 

level of access depending on needs 

 

3 

Local care partnerships are good for 

improving communication. Improve 

access to services? E.g. opening times 

and improved role of pharmacists? 

 

We like the idea of social 

prescription and the holistic 

approach 

 

A better use of technology to save 

time e.g. give younger people an 

option for use of text/Skype for 

communication 

 

4 
Communication about services 

available under partnership model 

would be key. 

Doctors need to listen to patients - 

you know your own body and how 

you are feeling. 

There should be limited sharing of 

records, limited to key words for 

charities and other services, who 

should only need and receive limited 

information. Sharing must be 

password protected and secure and 

only qualified people should have 

access. 

5 
Give better access to services, and a 

more holistic approach 

 

More efficiency and better 

information sharing - more 

preventative rather than reactive 

 

More information sharing would be 

overall a good thing, as long as 

relevant services know only relevant 

information 
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Table Point 1 Point 2 Point 3 

6 
Sharing information is OK, but still 

respect confidentially 

Getting 1st appointment, getting into 

the system is crucial. This is where 

you will be pointed in the right 

direction. It is important at this time 

to make best use of resources. So 

this triage role could be  undertaken 

by receptionists (with the relevant 

training and experience to assess 

where you need to go) or also nurses 

could refer. Who is going to be doing 

these 'better conversations'?? 

Social prescribing - this is a positive 

technique; it could apply to a wide 

range of issues 

(mobility/loneliness/breathing). 

There is perhaps opportunity to 

make use of sports centres in the 

daytime when they tend to be 

under-used and activities, such as 

"Let's get active" 

7 

Using all resources available- save 

time and money. Should be able to 

access any GP/service across the 

region. For family involvement. Use 

the medical centres. Bring 

professionals together. GP surgeries 

working together using each other's 

resources. 

 

Information for patients to know 

about options and support drop in 

sessions. Technology for patients to 

better control their health care 

access and under understand 

treatments. Making a patient feel 

comfortable about the future and 

confidence. That the case is co-

ordinating as a personal package. 

 
 

 

Increased emphasis on alternative 

therapies use of exercise. Data 

sharing needs to be consistent. Data 

issues on a need to know basis. 

Data levels. Patients need to know 

and still feel in control of the 

information being shared. Data 

protection. 

 

8 
Good idea access to specialist advice 

is quicker & location easier to get to  

 

Change has to come. All realise the 

issues with pop getting older. Self-

help is key but need to encourage. 

But some issues with confidence with 
using some new places i.e. pharmacy 

 

Data control vital. Needs to be 

patient controlled. Scope & 

boundary needs to be agreed and 

changed if needed through 
treatment journey 

 

9 

Although some of us have good 

experience of services being 

centralised, we are concerned about 

the magnitude and how it will be 

managed regarding communication 
and funding 

 

Discussions with doctors are 

beneficial but people need to take 

more responsibility for their own 

healthcare regarding food and 

exercise 

 

Happy to share records within the 

NHS to prevent having to retell 

stories there should be limitations 

so data is misused or sold on 
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6. Conclusions 

 

 

Expectations about the new model 

 

Residents generally accepted the case for change and were enthusiastic about the new approaches to be 

incorporated into the proposed model. They could see that this model could deliver a win/win both for patients in 

the form of more personalised, higher quality health care, with potentially shorter waiting times; and for the NHS 

regarding potential time and money to be saved. 

 

 

Concerns over access to care  

 

There were some concerns about access to care under the proposals. The entry point to the system was believed to 

be particularly important; so it was felt that sufficient staff (receptionists / nurses / health care assistants etc.) would 

need to receive training and to demonstrate the relevant skills and experience to carry out ‘better conversations’ at 

the point of entry in order to successfully triage patients and pass them on to the correct colleague or partner.  

 

Similarly, it was believed that for patients to access some services at a different (though local) GP surgery could 

carry the risks of inconsistent care, loss of the valued personal relationship with the GP or difficulties of access for 

patients who could not travel far from home for their appointments. 

 

 

Worries about resources within the NHS 

 

Some residents wondered if the costs and time taken to implement the new model would be worthwhile; they 

wondered how long it would be before the model became embedded and cost savings had been realised. 

 

 

Evolution of the doctor-patient relationship 

 

There was an appetite for the doctor-patient relationship to evolve to become more of a partnership, delivering 

more holistic healthcare with increased patient voice and responsibility. It was felt that this approach may not be as 

suitable for some patients (perceived to be those who are older, with mental health problems which can impair 

thinking skills, or with reduced capacity). These patients may need education, encouragement, confidence-building 

and time to transition to the new model. 

 

 

More partnership with agencies and with the community in supporting health 

 

Residents were positive about the proposed partnership approach and particularly enthusiastic about social 

prescribing for a range of health issues. 

 

 

Increasing role of technology  

 

Incorporating technology into the model was identified as an exciting opportunity to improve and speed up access to 

health care, particularly by the young and ‘middle aged’ participants. Technology, such as texts / emails / apps / Skype 

/ web messaging could be used for a range of functions: 

 Providing / confirming / cancelling appointments 

 Triaging for later face-to-face appointments 

 Carrying out consultations 

 Providing signposting information 

 Providing follow-up messages after appointments (information, encouragement, reminders) 

 Providing results  
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Information sharing, within constraints 

 

Residents were overwhelmingly happy for their health information to be shared within the NHS ‘umbrella’, with 

some caveats: that consent was sought at least once / or regularly; that the information was kept up to date and 

accurate; that the information was accessible by the subject; that it was shared safely and appropriately on a need to 

know basis; and that there was to be absolutely no selling of health information.  
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7. Appendix – research materials 
 

LEEDS CCG PARTNERSHIP 
‘Local Care Partnership’ Deliberative Event – Sat 24th Feb 2018  

Thackray Medical Museum, 10am to 1pm (registration from 9.30) 
 

Staffing 
 

The table below shows the staff attending and their roles and responsibilities.  

 

*All Qa staff – please bring interviewer ID badge 

 

Qa Staff  Table # Role(s)  LCCGP Staff  Role (s) 

Rich Bryan* 1 Qa’s Compere, Moderator  Chris Mills CCG Welcome,  

CCG Overview 

Wrap-up 

Hannah Reeve* 2 Moderator  Gaynor Connor Q&As 

Wrap-up 

Kay Silversides* 3 Moderator  Chris Bridle Timekeeping 

Nancy Rhodes* 4 Moderator  Carolyn Walker 

Until 11:15am 

Floater 

Miles Crosby* 5 Moderator  Becky Barwick 

Until 11:15am 

Q&As 

Floater 

Julie Wrigley* 6 Moderator  Gina Day 

From 11:15am 

Q&As 

Floater 

Kay Wright* 7 Moderator    

Nick Lynch* 8 Moderator    

Sarah Adie* 9 Moderator    

 

Venue + facilities 
 

The table below shows the equipment / facilities needed at the venue, to be checked / arranged by LCCGP 

Venue Equipment Actions 

9.30 -10.00 Refreshments  on arrival 

 

To order with venue 

Refreshments throughout 

 

To order with venue 

Registration area with tables and 4 chairs 

 

Venue agreed 

LCCGP posters or banners for info, scene 

setting? 

To bring 

Sign-up sheets for participants to receive 

follow-up info, sheet for participants to ask 

specific Qs of LCCGP 

Bring, if needed 

Mics for presenters on podium/at front (1 Qa + 

how many for LCCGP) 

Venue agreed – 1x lapel mic at lectern and 1x 

handheld roving mic 

Projector + screen Provided by venue 

ICT facilities for presentation Bring presentation on USB stick, load first 

thing 

Roving mic for feedback to room from tables Provided by venue 

 

9 x cabaret-style tables with max 8 seats at 

each, and sufficient circulation room  

Venue agreed 



 

30 

 

Running order - summary 
Chris Bridle from LCCGP will keep the event to time 
Time Action  Who  Resources  

8.45-9.30 

(45 m) 

Set up  

Registration area 

 

 

 

Graffiti wall – headed: “If 

you could tell us one thing 

about you or your family’s 

health and care what 

would it be?” 

 

Sign-up sheet + space for 

Qs/suggestions 

 

9x moderator tables, in 

plenary room + 

breakout room 

 

Qa  

 

 

 

Qa 

 

 

 

 

 

CCG 

 

 

CCG 

 

 

Qa 

 

Register of attendees, blank recruitment scripts, 

attendee labels to add table allocation on arrival 

1-8, blank labels, pens, paper 

 

Prepared 3 x graffiti wall sheets, spare flip paper, 

headed, blue tack, sellotape, pens 

 

 

 

 

Sign-up sheet for further info/report, questions 

board, suggestion box, pens 

 

Table numbers 1-8 (written on paper tablecloths 

+/or balloons) 

 

Guides, prepped activities, incentives, sign-up 

sheets, post-its, pens, (optional - 

recorders/batteries), spare flip paper, ID badges 

9.30-10.00 

(30 m) 

Registration, tea + 

coffee available 

throughout  

Qa  

CCG 

(10am) 

Recruitment / registration materials, as above 

 

10.00-10.05 

(5 m) 

Qa welcome, 

introductions, 

housekeeping  

Rich 

Bryan, 

Qa MD  

PA system  

10.05-10.30 

(25 m) 

CCG welcome + 

overview 

Case for change 

Chris 

Mills, 

CCG 

Powerpoint 

10.30-11.05 

(35 m) 

 

Session 1 

Icebreakers, the case for 

change, the Local Care 

Partnership model 

SWOT Activity 

Qa Team  

11.05-11.30 

(25 m)  

Session 2 

A Changing Culture  

H Diagram Activity 

Qa Team  

11.30-11.50 

(20 m) 

Rest break   Tea, Coffee, Biscuits, Fruit 

 

11.50-12.15 

(25 m) 

Session 3 

Information Sharing 

Brainstorm solutions 

Qa Team  

12.15-12.30 

(15 m) 

Session 4 

Quick Round-Up, 3 key 

points  

Round up sheet 

Administer incentives 

Qa Team  

 

 

Sign-up sheets, £50 cash in envelopes 

12.30-12.50 

(20 m) 

Table feedback  

Breakout room joins 

plenary room 

Qa Team Roving mic? 

12.50-12.55 

(5 m) 

CCG wrap-up, thank, 

what will do next 

CCG  

All day Direct participants to 

take part in: 

 Graffiti wall 

 Sign-up & 

questions sheet 

 Refreshments 

Qa Team 

CCG 

 



 

 

31 
 

Qa Discussion Guide 
 

Qa Welcome – Rich Bryan 

Welcomes, introductions, housekeeping  
10.00-10.05 

 

Qa to deliver brief introduction and general housekeeping; 

 Thank respondents for attendance 

 Fire exits 

 Overview of day’s timings – also on screen 

 Parking 

 Mobile phones 

 Confidentiality 

 Listen to each other 

 Introduce vox pops area / Qs sheet 

 Then introduce Chris Mills, GP for welcome/presentation by CCG (10.05-10.30) 
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Session 1 

Icebreakers…the Case for Change…the ‘Local Care Partnerships’ model 
10.30-11.05 

 

Introductions (10.30-10.40) 

 

 Moderator introduce themselves 

 Welcome group to table 

 CCG is keen to hear from everybody, all views are welcome, listen to each other 

 

We will be finding out each other’s’ views + doing some activities – such as scribbling some quick ideas down on 

post-it notes – all ideas interesting to the CCG so give us as many as you can when we get to that part. Drawings or 

diagrams are fine too! 

 

Icebreakers  

 

Talk to person next to you (or group of 3 if needed). Take turns to tell them your name and one thing about you 

(where live, children, hobbies…).  Then we will go round table and introduce our neighbour to the table 

 

 Allow a few minutes, then go round table each person introducing their neighbour 

 

The Case for Change (10.40-10.45) 

 

 Present case for change on showcard(s) – probe for comments / understanding of case for change 

 

SHOWCARD(S) 

 

SESSION ONE SHOWCARD:  

THE CASE FOR CHANGE 

 

1. NHS is more than just ‘hospital’; it provides healthcare in people’s own homes, via GPs, 

clinics, care homes 

 

2. Wider issues can affect health, such as housing, work, relationships, friendships, finances: 

so, NHS must work with other people and organisations to enable people to be as 

healthy as possible 

 

3. Also, the NHS isn’t one organisation; it is lots of separate organisations 

 

4. At the moment, different organisations do things their own way and don’t always work 

together.  For example, there are different assessments from adult community health and 

adult social care services. This can be repetitive and confusing for patients 

 

5. Resources (money) coming into health and care services have been squeezed (compared 

to population size and need); so, there is a need for these services to be as efficient as 

possible 
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The ‘Local Care Partnership’ model (10.45-11.05) 

 

1. Present ‘Local Care Partnership’ model on showcard, as recap of the CCG presentation  

 

SHOWCARD 

SESSION ONE SHOWCARD:  

LOCAL CARE PARTNERSHIP 

 

1. Local teams will be formed, called Local Care Partnership; they will be different in each 

area, to suit the local population 

 

2. Residents will register with a local GP practice (as now) 

 

3. GP practices may work together to provide care jointly for their patients. So, patients 

might visit a neighbouring GP practice for some types of care (e.g. blood tests, same day / 

urgent appointments) 

 

4. Hospital specialists may work within the GP practice to offer e.g. diagnostic tests, 

outpatient appointments 

 

5. Other (public / charitable) services  could become part of the teams – such as housing, 

debt advice 

 

6. For the healthcare staff, less time will be wasted contacting other organisations, making 

and responding to referrals 

 

7. Time and capacity could be freed up, to offer services in a more timely way 

 

 Activity  – ‘Local Care Partnership’ SWOT Analysis 

Use prepared SWOT template 

 

 Introduce activity, allow time for people to write their comments 

on post-its; encourage them to write at least one for each 

section if they can. If a comment is about a point from the 

showcard, write the number on too. For anyone reluctant to 

write, moderator can write on the post-its. Look at first few 

post-its, ask for elaboration, probe, encourage discussion and 

responses. Ask people to keep noting down their new ideas / 

reactions and add to SWOT template in relevant place (or 

moderator add notes to SWOT) 

 

 Use the following prompts to think more about the model.  

o Does the explanation about the Local Care Partnerships make sense? 

o If not, what else would need including to help it make sense? 

o Is there anything else you would want to know about it? 

o What do you like about it, generally? 

o What are your concerns? 

o Have you comments about some of the specific points on the showcard? 

o Would it work well for people to go to a different GP for some (more specialist) services – point 3? 

o Would the LCP model work well for your own situation, or those of your family? 

o What other (public/charitable) services could be part of the team? Housing and debt advice are 

already mentioned – point 5 

o What else could improve this model? 

o Will this model improve the population’s health and wellbeing? Reduce health inequalities? 

o Will it make best use of limited resources? 

 If time, moderator to group some of post-its in each section, or to recap main points 
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Session 2 

A Changing Culture 
11.05-11.30 

 

 Present ‘A changing culture’ on showcard, as recap of the CCG presentation  

 

SHOWCARD 

 

SESSION TWO SHOWCARD: 

A CHANGING CULTURE 

 

1. The NHS was founded 70 years ago, with an aim to ‘fix’ people 

 

2. Healthcare professionals then were seen as experts; patients were treated as passive 

 

3. Times change 

 

4. Now, people often like to be more involved in their own health and care and to decide 

what is most important to them (set their own aims for their health and wellbeing) 

 

5. So, the NHS culture will change to adapt. The professionals would discuss what is 

important with patients and agree what they can both do together to work towards these 

aims (using goal-setting, shared decision making, coaching, social prescribing) 

 

6. Evidence also shows that this more equal partnership and holistic approach can result in 

better health outcomes for people 

 

 

 

 Activity  – ‘A Changing Culture’ H-Diagram 

Use prepared H-diagram template (pros, cons, ideas/suggestions) 

 

 Introduce activity, allow time for people to write their 

comments on post-its; encourage them to write at least one for 

each section if they can 

 

 If a comment is about a specific point from the showcard, write 

the number on too 

 

 For anyone reluctant to write, moderator can write on the post-its 

 

 Use the following prompts  

o What do you think about this explanation of how times change and how healthcare could be 

delivered differently? 

o Would it suit you? 

o Would it suit people you know, friends and family? 

o What could be the benefits / opportunities? 

o Are there any risks? Do you have concerns? 

o Might some patients prefer being told what to do by an authoritative professional and expect 

medicines/tablets prescribed? Would the new approach suit them? 

o Could anything be done to overcome those concerns? 

o Do you have any suggestions about how to make this work? 

 

 

BREAK (11.30-11.50) remind of graffiti wall, sign-up sheet, refreshments… 
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Session 3 

Information Sharing 
11.50-12.15 

 

 Present the next showcard, with the consideration about personal information 

 

SHOWCARD 

 

SESSION THREE SHOWCARD: 

INFORMATION SHARING 

 

 

1. Care and services are not well ‘joined up’ because the law says they cannot share 

personal information about you without consent 

 

2. People are nervous about their sensitive information being shared 

 

3. It could be difficult for Local Care Partnership teams to provide holistic care if the 

information is not shared 

 

Have you any ideas how to resolve this issue? 
 

 

 Activity  – Information Sharing brainstorm  

Use prepared sheet, headed ‘How should health & care services 

share personal information to provide the best holistic care to 

patients?’ 

 

 Introduce activity, allow time for people to write their 

comments on post-its to place on the brainstorming sheet 

 

 Think about how does the NHS use patient information at the 

moment? Any good examples to follow, or bad examples to 

avoid? 

 In the Local Care Partnership scenario you have heard about, how would you expect your information to be 

used? Would this be different to how it is used now? 

 Have you any examples of good practice regarding your personal information? This could be from a non-

health organisation 

 When and how would you like to be told about how the information about you is used and shared?  

 How could the local NHS improve on how it uses your information? 
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Session 4 

Incentives administered 

Quick round-up, discuss 3 key points, issue incentives 
12.15-12.30 

 

 Moderators administer incentives & gain signatures 

 

 Moderator + group to sum up day’s discussion in 15 minutes, 

table to agree on 3 key points 

 

 Note down in Round-Up activity sheet 

 

 Invite a participant to give feedback on behalf of the table; 

otherwise moderator will do it 

 

 

 

Table feedback shared 
12.30-12.50 

 

 

[If in breakout room, take table participants through to plenary room…] 

 Compere to take roving mic to each table for feedback – Rich’s table first 

 Comments from panel 

 

 

 

CCG wrap-up, thanks, what next 
12.50-12.55 
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Session 1 

 

Showcard 

THE CASE FOR CHANGE 

 

1. NHS is more than just ‘hospital’; it provides 

healthcare in people’s own homes, via GPs, clinics, 

care homes 

 

2. Wider issues can affect health, such as housing, work, 

relationships, friendships, finances: so, NHS must 

work with other people and organisations to enable 

people to be as healthy as possible 

 

3. Also, the NHS isn’t one organisation; it is lots of 

separate organisations        

                                               

4. At the moment, different organisations do things their 

own way and don’t always work together.  For 

example, there are different assessments from adult 

community health and adult social care services. This 

can be repetitive and confusing for patients 

 

5. Resources (money) coming into health and care 

services have been squeezed (compared to population 

size and need); so, there is a need for these services 

to be as efficient as possible 
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Session 2 

 

Showcard 

A CHANGING CULTURE 

 
1. The NHS was founded 70 years ago, with an aim to 

‘fix’ people 

 

2. Healthcare professionals then were seen as experts; 

patients were treated as passive 

 

3. Times change 

 

4. Now, people often like to be more involved in their 

own health and care and to decide what is most 

important to them (set their own aims for their health 

and wellbeing) 

 

5. So, the NHS culture will change to adapt. The 

professionals would discuss what is important with 

patients and agree what they can both do together to 

work towards these aims (using goal-setting, shared 

decision making, coaching, social prescribing) 

 

6. Evidence also shows that this more equal partnership 

and holistic approach can result in better health 

outcomes for people 
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Session 3 

 

Showcard 

INFORMATION SHARING? 
 

 

1. Care and services are not well ‘joined up’ because the 

law says they cannot share personal information about 

you without consent 

 

2. People are nervous about their sensitive information 

being shared 

 

3. It could be difficult for Local Care Partnership teams 

to provide holistic care if the information is not 

shared 

 

 Have you any ideas how to 
resolve this issue? 
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Session 1 

Activity – Local Care Partnership SWOT Analysis 

STRENGTHS 
What is clear about the explanation? 

What do you like about the model? What aspects of the 

model do you want to keep? 

Think about each of the points on the showcard… 

What makes this better than before? 

How will it improve population health and wellbeing? How will it make best 

use of resources? 
 

WEAKNESSES 
What is confused / unclear about the explanation? What else 

would you need to know? 

What do you not like about the model?  

What aspects of the model are you concerned about? 

Think about each of the points on the showcard… 

What might you like to change to improve the model – to better improve 

health/wellbeing? 

And to make best use of resources? 

 

 

 

 

 

 

 

OPPORTUNITIES 
Is there a need for this new model? 

Would it be adaptable to different people, e.g. you / 

family / friends / others? 

Which other orgs / charities could be part of the 

team? 

Is the time right for this change? 

What is happening right now that will make this possible – policies / 

technology / society…? 

 

 

 

 

 

THREATS 
What are the biggest challenges to it working?  

In which circumstances / for which people may it not 

work as well? 

What is happening right now that will make this difficult 

– policies / technology / society…? 
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Session 2 

Activity – A Changing Culture H-Diagram 

 

PROS  

 

“A changing culture…” 

 

CONS 

 

 

 

 

 

 

 

 

 

 

 

 
 

IDEAS…SUGGESTIONS 
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Session 3 

Activity – Information Sharing brainstorm 

“How should health & care services share personal 

information to provide the best holistic care to patients?” 
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Session 4 

Activity – Round-up 

Audio Record Discussion if Possible 

Moderator Notes 
Note all the key themes below from round-up 

discussion, before group agrees on 3 top points (to 

write alongside). 

Point One 

Point Two 

 

 

 

 

 
 

Point Three 

 

 

 

 

 
 

 


