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In 2011/12 GP practices were asked to form a Virtual ‘Patient Reference Group’ (vPRG).
This is a group of registered patients which is representative of our patient population and
whose views and opinions help deliver a more patient-centered service1. The group is
‘virtual’ and it supports practices by completing questionnaires either in the surgery, via
the post, or online. The results of which help shape and form opinions and the future
direction of the practice.
This reports documents the results of our patients’ opinions for Woodlands & Clerklands
GP Surgeries which are jointly owned by the Woodlands & Clerklands Partnership.
1

National Association of Patient Participation (NAPP): http://www.napp.org.uk/napp/introduction-to-ppgs/
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Surgery Opening Times
Woodlands/Clerklands Partnership is open Monday to Friday 8.00am to 6.00pm.
The practice offers extended hours as follows:
Tuesday Evenings 6.30pm-8.00pm (Woodlands)
Wednesday & Friday mornings 7.00am -8.00am (Clerklands) which offers
flexibility of appointment times for our patients. Booked in advance.
Appointments are accessible, by phoning or visiting the surgery or on-line, also
available on-line is the opportunity to order repeat prescriptions.
The practice offers pre-bookable appointments available 2 weeks ahead, urgent
requests are dealt with “on the day” by phone call or invitation to come to the
surgery. Nurse HCA appointments are also pre-bookable and we offer 2 walk in
blood clinics per week.
Current Out-of-Hours Services Provision
We don’t stop there. When patients call us either side of normal working hours they
are advised of different ways to access support. Historically we have diverted the
phones through to Harmoni our Out of Hours provider for this area. However
please be aware that from the 19/03/2013 the NHS 111 will go live in West Sussex
and Surrey, after which time patients will be asked to redial on that number.
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NHS 111, the future
NHS 111 is a simple, free to call three digit number which is available 24 hours a
day, 365 days a year.
111 is a national number and will triage patients to the most appropriate NHS
services based on the symptoms they present with, the location they call from, the
time of day the call is placed and, of course, the capacity of local services. This
could include general advice & support; re-direction could be to a pharmacy, to a
walk-in-centre, to an Urgent Treatment Centre, to a doctor, dentist or to an optician,
or sometimes to hospital (please note this list is not exhaustive).
We advise patients to call 111 when…
 it’s not a life threatening situation and, therefore, is less urgent than a 999 call
 you cannot see your own GP, for instance when your branch surgery is closed
or if you are away from home
 you feel you cannot wait or are simply unsure of which service you require
 you require reassurance about what to do next

What else is available locally?
NHS ‘Walk-in’ Centre (8am to 8pm, 7 days per week) Tel: 0300 999 3000
This GP-led service offers another option for obtaining treatment. It is based in the
Crawley Health Centre on Haslett Avenue (opposite the bus station) and is open
from 8.00am till 8.00pm, 7 days a week (including bank holidays), 365 days a year.
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Urgent Treatment Centre (24 hours) Tel: 01293 600385
Crawley Hospital, West Green Drive, Crawley, RH11 7DH
The Urgent Treatment Centre (UTC) situated at Crawley Hospital. It is open 24
hours a day and can deal with most minor accidents including broken bones,
sprains, burns etc. It can also deal with most moderate illnesses such as infections
if you cannot get to see your GP.
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Methodology for the vPRG, Selection a representative group of patients
Key Objectives
To obtain feedback from a representative sample of the practice population.
To ensure continued compliance to the Equality Act when developing the
vPRG.2
To recognise that no PRG can ever be truly representative, but to endeavour
to take steps towards encouraging participation across population from a
diverse range of people.
Where participation by a group is not achieved, to be able to demonstrate that
effort to obtain feedback from these groups has been taken.
Recruitment and methodology of Systematic Sampling
The practices targeted specific patient groups with the aim of achieving our
target of 400 returns.
Total volume of PRG members is circa 450 and the total number of completed
surveys received back was 404.
To obtain a representative group of individuals the practice has carried out an audit
to allow systematic sampling to take place should the current vPRG not represent
the practice profile fully enough. It is felt that the use of systematic sampling when
recruiting for the PRG can increase the probability of communicating with patients
not currently accessing the surgery, ensure the practice converses with minority

2

Equality & Human Rights Commission: http://www.equalityhumanrights.com/advice-and-guidance/new-equality-act-guidance/
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groups and can broaden the types of individuals reached including less vocal
patients and patients of all ages and backgrounds.
Making use of the SystmOne database, it is possible examine certain types of
anonymised data to help build systematic sampling with the aim of targeting patients
in order to obtain feedback from the required of 400 patients. The following is some
of the information we know about our practice and its patients.
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Surgery Profile
Woodlands & Clerklands Practice currently has a list size of 15,145 patients, 94 less
than 2011-12.
Gender Profile:
Male

Female

Total

7,593

7,552

Percentage

50.14%

49.86%

Age Profile:
Age Group

Male

Female

Total

Age %

0 - 10years

1,054

1,003

1,010

15%

11- 20years

939

918

796

12%

21 - 30years

921

905

1,136

17%

31 - 40years

1,045

1,071

1,042

15%

41 - 50years

1,312

1,216

902

13%

51 - 60years

1,076

933

696

10%

61 - 70years

659

689

489

7%

71 - 80years

382

484

402

6%

81+years

205

333

291

4%

Total

7,593

7,552

15,145

100%

Page 8 of 62

Page 9 of 62

Page 10 of 62

Disease Profile:
Condition

Count

Percentage

Asthma

854

5.64%

Atrial Fibrillation

209

1.38%

COPD

259

1.71%

Cancer

264

1.74%

CVD Prevention

165

1.09%

Chronic Kidney Disease

516

3.41%

Coronary Heart Disease

452

2.98%

Dementia

49

0.32%

Depression

1,101

7.27%

Diabetes

680

4.49%

Epilepsy

115

0.76%

Heart Failure

95

0.63%

Hypertension

1,847

12.20%

Hypothyroidism

849

5.61%

Learning Disabilities

159

1.05%

Mental Health

103

0.68%

Obesity

1,044

6.89%

Palliative care

22

0.15%

Stroke And TIA

213

1.41%

Unwell Population

8,996

59.40%

Well Population

6,149

40.60%

Total:

15,145

100%
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Critique of Chronic Disease Profiling
Calculating the ‘well’ population figure:
Total number of registered patients (–) those registered as unwell using the clinical indicators
The nature of certain conditions means the numbers of patients will be in constant adjustment e.g.
Smoking- It is common place for patients to stop and start smoking
Obesity- Patients weight can fluctuate regularly
Depression- The nature and severity of which can very often
All three of these conditions also link very strongly to the other chronic conditions identified. For example; a patient with obesity and is diabetic, a
patient with heart disease who also has depression, a smoker with cancer, or indeed a smoker who is currently well.

It is worthwhile mentioning the above critique as this can skew the ‘well’ population
figures.

It is normally assumed that the general practice fits with the Pareto

principle 80/20 rule3 that 20% of the patients registered are seen 80% of the time,
i.e. those with serious and re-occurring conditions.
3

NHS Institute for Innovation and Improvement:
http://www.institute.nhs.uk/quality_and_service_improvement_tools/quality_and_service_improvement_tools/pareto.html
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The Questionnaire Results for 2012-13
The practice looked at the key outcomes from asked last year and designed the
survey to measure opinion in key patient priority areas. In the same vein the
practice also introduced a series of questions to help inform decisions for key
operational aspects which we knew practice would need to make during 2013-14.
As these changes relate to access which was a patient priority area we felt that our
vPRG could inform the decisions made.
Examples of these areas are:
The practice will be making more use of the ability to SMS patients, not only to
decrease DNA rates by reminding patients of booked appointments. But also
improving efficiency and reducing unnecessary incoming calls. Again with the
aim of making patient contact more efficient.
The practices telephony contract has come to an end therefore we have an
opportunity to bring in a new system in line with the overarching preferences
for our patients. This includes the use of local numbers which is a priority
area for our patients. We wanted to find out what aspects work well and what
the key priority was when a patient contacts the surgery.
The following tables display the results of that questionnaire:
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The results from the 2012-13 vPRG Questionnaire
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The results from the 2012-13 vPRG Questionnaire
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The results from the 2012-13 vPRG Questionnaire
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The results from the 2012-13 vPRG Questionnaire
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The results from the 2012-13 vPRG Questionnaire
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The results from the 2012-13 vPRG Questionnaire
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The results from the 2012-13 vPRG Questionnaire
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Page 21 of 62
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The results from the 2012-13 vPRG Questionnaire

Page 31 of 62

The results from the 2012-13 vPRG Questionnaire
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The results from the 2012-13 vPRG Questionnaire
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The results from the 2012-13 vPRG Questionnaire
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The results from the 2012-13 vPRG Questionnaire
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The results from the 2012-13 vPRG Questionnaire
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The results from the 2012-13 vPRG Questionnaire
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A SUMMARY OF KEY OUTCOMES FROM LAST YEAR…
Action Plan Outcome from 2011-12
As this is the second year of the vPRG DES it was important to reflect on the
position from 2011-12.
The Action Plan discussed and agreed at the Practice Meeting in March 2012
concluded that the feedback from the vPRG indicated that overwhelmingly the
doctors and nurses were very good or good in most areas of a patient consultation.
The areas we performed less well in were “considering your personal situation in
deciding treatment” (80% good/very good) “explaining tests and treatment” (79%
good/very good) and “involving you in decisions about your care” (76% good/very
good).
In 2011-12 the PRG said:
That sometimes I wait too long in the waiting room for my appointment
As a response, we agreed to:
Review our appointment system. Individual doctors will look at how they book
their appointments to see if they can improve the way their surgeries run.
However there are many reasons why a doctor or nurse can run late some of
which are outside of their control. We are therefore planning to produce a
patient information leaflet “why you may have to wait”.
Quick Update: appointment system at both sites is now subject to regular
reviews and patient literature is now available.
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In 2011-12 the PRG said:
There were not enough appointments available for the day.
As a response, we agreed to:
Look into this. In January this year [2012] following feedback from the patient
survey we introduced an appointment system where you could book up to two
weeks in advance which is very different to the previous system of 48hr
access.
Quick Update: appointment systems are now in place at both sites
specifically aimed to help improve the on the day access with Duty Doctor
Triage.
In 2011-12 the PRG said:
65% of you felt that the GP or nurse knew a lot or a fair amount of your
medical history.
As a response, we agreed to:
Try to ensure that you can book with a GP of your choice, where possible to
promote continuity of care.
Quick Update: we have made changes to allow continuity for patient care,
however results from 2012-13 indicate that we can still do more in this area.
In 2011-12 we concluded that:
That 2011-12 was a challenging year for the practice with several changes in
the GP team. As a result it was not felt that we, at that time, had progressed
far as we would have hoped in the development of the vPRG. Our aim for
2012-13 was to build our vPRG base and to complete this cycle and repeat
the whole process for March 2012-13.
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A SUMMARY OF KEY OUTCOMES FROM THIS YEAR…
Action Plan Outcome from 2012-13
You say:
Those patients who book appointments primarily over the phone say,” we
don’t want to lose the telephone queuing system but we do want the choice
over whether we dial a 08 number or a local number”.
We say:
We have heard you. From April 2013 we will offer our patients the choice of
calling either the 08 number or a local number. The reason we will continue to
offer the choice is that we understand how important telephone queuing is to
you. Therefore we think that it is vital that we really understand the impact of
a minimal queuing ability with a local number on our telephone system.
Therefore we plan to phase away from the 08 number over time, reviewing the
effectiveness of the patient contact as we go. What we do know is that the
queuing functionality of a local number will not be as great as that offered
when using a 08 number, so during this period of transition time we will have
to consider our operational delivery to find ways to best support the system
and to mitigate the impact on patients.
You say:
Sometimes it can take a while for my call to be answered, other times I get put
through straight away.
We say:
This can vary depending on the time of day that you call, but we have ways in
which we can help reduce call volumes particularly at peak times. In August
2012 we activated the ability to send SMS messages to our patients from
within our clinical system. We now have the ability to send SMS appointment
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reminders, test results and call and recall services for people with Long Term
Conditions. So far we have over 4,400 patients registered to receive SMS
messages. This number is growing daily. We hope that by utilising such
things as SMS messages we will be reducing the volume calls into the surgery
every day, i.e. patient calling back for ‘normal test results’. We hope that the
reduction in call volume will leave the lines available for others calls and
enable us to pick up the lines quicker.
We are also looking at ways of highlighting to patients that they can book
appointments on line. We know the internet is not for everyone but with a
quick and easy password patients can not only book, cancel and review their
appointments on line, they can also request repeat medications. Less that 1%
of patients surveyed used this method and we think we could be using this
system more.

You say:
I want the option to opt into SMS messages; just because I have a mobile
does not mean I want my surgery to use it this way.
We say:
We agree. Right from the start we have set our systems to only send SMS
messages where we know the patient has given explicit permission for us to
do so. The system will not send messages to patients who have yet to decide
to opt in or to those who have opted out. For patients without mobile devices
we will continue to write to them.
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You say:
We get to see the nurse or GP of our choice most of the time, but not always,
can you do more?
We say:
Yes, we now regularly review out appointments system in line with patients
demand. One of the areas we would also like to have a positive impact on is
also continuity of care. Last year the most important thing for patients was
book on the day appointment and to allow this to happen it can sometimes
impact on continuity for patients. We have already and promise to continue to
make positive changes to enable us to strike a happy balance between the
two priorities.
You say:
I can’t always hear my name on the tannoy
We say:
We have made two changes which we hope will improve this issue. Firstly
reception and GPs can now code patients that have difficulty hearing the
tannoy so that they know these patients may need to be collected or be
advised by the reception team that the GP is ready to see them. Secondly we
understand that many patient have complained that the tannoy is too loud and
becoming distorted. We can make adjustments to try and improve the quality
of the message heard by patients.
You say:
Sometimes I wait too long in the waiting room for my appointment.
We say:
We know that there are often very good reasons why you may experience a
wait a little longer than expected, and recognise that this can be frustrating to
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you. We have produced literature called “why you may have to wait” to help
patients understand some of the key reasons behind many delays
experienced in general surgery. Whilst we know that delays are often out of
the control of the individual clinician we have still tried to identify any as many
areas as possible which could be compounding this problem and hope we
have done what we can to mitigate any unnecessary delays.
We concluded that:
We have made some very useful improvements during 2012-13 in line with our
patients’ priorities areas. 2013-14 brings yet more changes in terms of some
operational delivery improvements and we feel confidently that we can now make
those changes in line with patient needs and wants.
Throughout the forthcoming year we will continue to monitor our levels of availability
for patients and measure access pathways into the surgery itself. We are keen
measure how the use of the local number v 08 number is working so that we can
utilize this investment and ensure that it meets its demand capacity.
Further to the above we will continue to develop the use of the SMS messaging
service which we think has the potential to support our patients whilst minimize any
unnecessary calls to the surgery with the sole aim of being as efficient as we can be
for our patient.
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APPENDIX A
The following are known contributory factors that were considered by them
practice when seeing to recruit vPRG members.

Consideration for the size of the vPRG
Not all patients will want to become members of the vPRG.

Of those that are, we

are aware that some groups will have a higher level of invested interest in their
surgery therefore express more concern over our services. These may well be
patients who have a chronic long term condition may as opposed to those we would
consider as ‘well’. Well groups rarely engage with primary care or their GP surgery
therefore it is probable that they may not necessarily feel the same levels of
ownership over the premises or the services it delivers.
Therefore a staggered method was deemed appropriate:
Initially target 400 patients
We asked the patients the question of how regularly they felt they presented
at the surgery so we could measure the return of patients we who would
otherwise consider to be ‘well’.
This allowed us to then target the ‘well’ population specifically should we feel
we needed to in order to get a farer representation.
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APPENDIX B
The following are known contributory factors that were considered by them
practice when seeing to recruit vPRG members.

Considerations of Age
To simplify the system, combining the age-groups was considered necessary and
the groups. Each group identified below have some similarities in lifestyles (this is
clearly generalised, but it does allow for categorisation)
Age Group

Male

Female

Total

Age %

0 - 10years

1,054

1,003

1,010

15%

11- 20years

939

918

796

12%

21 - 30years

921

905

1,136

17%

31 - 40years

1,045

1,071

1,042

15%

41 - 50years

1,312

1,216

902

13%

51 - 60years

1,076

933

696

10%

61 - 70years

659

689

489

7%

71 - 80years

382

484

402

6%

81+years

205

333

291

4%

Total

7,593

7,552

15,145

100%

This also allows us to measure, should we so wish, the proportionality of age group
members against any particular disease criteria i.e. the register for Asthma tells us
we have 854 patients (representing 5.64% of our overall population). From that
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register it would be ideal to gather a proportional membership across the age
groups mirroring the split above. Below graph demonstrates.
Figure 5: Sampling methodology

Clearly some conditions are far more prevalent in certain age groups, so it unlikely
that we will achieve the perfect age profile. However knowing these percentages act
as a ‘guideline’ which is particularly useful when we start to refine and target groups
as vPRG becomes more and more popular with our patients
In addition, we were aware that for any patient under the age of 16, the parent or
guardian would have to be contacted and asked to fill out the questionnaire on their
behalf.
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APPENDIX C
The following are known contributory factors that were considered by them
practice when seeing to recruit vPRG members.

Consideration for the economic background and living arrangements of
patients
Using the surgery records provides a good source for basic information about
patients’ age and gender, but does provide everything. Economic status, working
profiles, and living arrangements for example are sensitive issues not recorded on
the surgery records, and consequently it may be difficult to identify those patients
who fit the criteria. This makes representing some of these groups a challenge.
The Medical Observatory (APHO)4 and Online National Statistics (ONS)5 websites
were therefore utilised, as they provide various statistics for Crawley’s population as
a whole.

Further to that Crawley has commissioned a JSNA6 (Joint Strategic

Needs Analysis) for commissioning purposes which also provides additional
information to support us when considering changes we may make to our practice
working.
These statistics do provide data which includes:
Population, population changes, births, deaths, social-economic data
Risk factors such as smoking, drinking, diet and obesity

4

Medical Observatory: http://www.apho.org.uk/PracProf/
Office for National Statistics: http://www.neighbourhood.statistics.gov.uk/
6
JSNA, issued by the West Sussex County Council in collaboration with Crawley Clinical Commissioning Group 2012
5
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Although not specific to Woodlands/Clerklands Partnership, these figures give an
overview of the make-up of the ward. However much of the data on the Online
National Statistics website is several years old and thus may not accurately reflect
the composition of Woodlands/Clerklands at present.
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APPENDIX D
The following are known contributory factors that were considered by them
practice when seeing to recruit vPRG members.

Consideration of ethnicity
The surgery has some limited data on ethnicity, but not a complete set, as patients
can opt out of disclosing their ethnicity. It is not possible from the current records to
accurately calculate representative percentages for each ethnic group.
A question asking patients interested in joining the PRG to select the ethnic
background they most closely identify with has therefore been added to the
questionnaire to try and fill this information gap, however once again we allowed
patients to opt out of providing this data if they so wished.
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APPENDIX E
The following are known contributory factors that were considered by them
practice when seeing to recruit vPRG members.

Consideration for establishing a ‘well’ population
For the selection of ‘well’ patients, we felt the easiest method would be to look at
those outside of QOF of patients with long term conditions. To target patients who
do not attend then we are able to build a search in the clinical system for anyone
who has not attended, say the last 2-3 years.
However, we have also asked the question to patients of their attendance so they
can define to us how they would consider their access to our surgeries. Once
again, should we find this disproportional then as the vPRG develops further we will
discuss ways of capturing their views with a more targeted approach.
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APPENDIX F

Additional recruitment methods and respondent management
The practice had sign-up sheets readily available to patients.

These were

completed and handed into reception with members identifying their preferred
method of contact.
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Handing out information leaflets with an attached sign-up sheet/questionnaire to
patients at reception, or perhaps in appointments when appropriate would be an
effective an easy way to get some feedback. The surgery already had Patient
Participation Group Membership list (PPG) and these patients were also
approached. Although not likely to be a representative set of patients in their own
right, when combined with the patients selected via the sampling methodology, they
can help build up a larger set of responses. Together these can highlight any gaps
in the ‘representative population’, gaps which can then be focused on.
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APPENDIX G
Updating and re-engaging with the existing vPRG
An informative yet simple leaflet newsletter was sent to patients from 2011-12 to
assess their interest in continuing their support throughout 2012-13. The leaflet
emailed out to this existing tranche of patients in an attempt to try and gather more
people to join.
The newsletter needed to inform patients what a PRG is and what signing up to be
a part of the group would entail.
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APPENDIX H
Consideration of Questionnaire Development
Creating a Local Practice Survey
For the development of the questionnaire ‘The Steps in a Survey Project’ guidelines
form the Surveysytem website have been used:
1.

Determine sample

2.

Establish the goals of the project

3.

Create the questionnaire

4.

Pre-test the questionnaire

5.

Choose surveying methodology

6.

Conduct the survey

7.

Analyse the data - Produce the reports

1. Determine the sample
The sample has been determined as described above.
2. Establish the goals of the project
Much of the ‘direction of travel’ was established last year and since that time it has
been the practice’s mission to continue to level efforts to improve in the identified
areas, this year we wanted to discover if we have improved from last year and set
the tone for continued improvement throughout the 201-13 year and onwards.
3. Create the questionnaire
The development of any survey was and will continue to be guided by existing
validated surveys from the NAPP website.
They stipulate the following:
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When

designing

the

survey,

the

following

guidelines

(taken

from

the

knowhownonprofit website) will be followed:
•

Write a clear and short introduction- Informing the participant what the survey
is about and roughly how long it will take to complete.

•

Ensure the survey is accessible and easy to read (e.g. large-enough font size
and plenty of pacing).

•

Avoid cluttering and too many questions (e.g. one question per line).

•

Make it clear how long the survey is e.g. page 1 of 4.

•

Write short, clear questions with simple instructions (where needed) - KISS keep it short and simple.

•

Order the questions in a logical way (e.g. group similar questions together).

•

Keep the survey focused (ask interesting questions in the beginning of the
survey to grab the participants’ attention).

•

Make sure the survey is user-friendly (e.g. use simple tick boxes wherever
possible, with text-boxes for comments.

•

Comply with Data Protection legislation (include in the introduction the name
of the organisation conducting the survey and how the data will be handled).

•

Include a thank you at the end.

4. Pre-test the questionnaire.
Once a survey is developed it will be piloted. Then once any adjustments that are
deemed necessary are made, it will be sent out to all patients who have signed-up
for the PRG, both those recruited from 2011-12 and those who subsequently joined
during 2012-13
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5. Choose surveying methodology
Those patients who have opted for email as their preferred method of
communication will be sent an electronic survey making use of the website Survey
Monkey.
Those patients who indicated they would prefer postal communication will be sent a
paper copy of the survey.
We anticipate that most patients however will complete the questionnaire in house
which we hope will speed up the process of data gathering.
6. Conduct the survey
7. Analyse the data - Produce the reports
When the survey is complete the practice will inform the PRG members of the
findings. In this report every effort will be made to demonstrate to the PRG that the
survey itself and the methodology used are credible.
Members of the vPRG and PPG will then be invited to discuss the findings of the
survey. If the survey results suggest a significant improvement/change in the
services provided, or the way they are delivered, the practice must, before it makes
the change, seek the agreement of the PRG to any proposals it makes. If PRG
agreement has not been obtained, the practice must obtain the agreement of the
local CCG.
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APPENDIX I

The Questionnaire distribution in-house
The questionnaire was handed out to patients both in a targeted way as noted
above, but also opportunistically in the surgery. With SystmOne it is possible to
place a ‘print’ button on each home screen of registered patients. This not only
pops up every time a patient record is opened and reminds and encourages
clinicians and administrators alike to offer a questionnaire each patient that they
come into contact with but also allows the questionnaire to be quickly printed
placing a unique bar code onto the questionnaire so demographic data can be
pulled together for targeting purposes. Those interested from previous years had
the questionnaire emailed to them to complete electronically. Posters were also up
around both surgeries encouraging patients to register their interest at reception and
ask for the questionnaire.
An example of the electronic questionnaire is noted below.

Whilst the format

changed for the web based version, the questions remained the same.
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APPENDIX J

Recording the data
An excel spreadsheet was created to allow the questionnaires to be effectively
tallied together. The results in turn linked to charts that would populate once data
was entered to give us an overarching picture of the patient views.
This year, unlike last year, split the data between branches to allow us to recognise
that we do have differing patient population types between Crawley and Horley, and
further to that we have had different Rota systems as well. Therefore views and
opinions may differ depending of the differing patient experience.
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