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�Patient Centred Care delivered efficiently by the Primary Care Team. 

�Dynamic Care Strategy integrating with the scheduling system and clincial 
database 

�Separation of time element & recall in data collection & Clinical Information 
Structure: NOT audit tool  (Proof of concept)



Care Planning - issues

� Managing diseases individually fragments care (clinics, 
clinical skills)

� Recall – relies on audit tools (rule based / pop based) 

� Administrative burden – many lists

� Re-work care strategy at each consultation or rely on 
lightbulbs or prompts (not always patient centred)

� Clinical decisions rely on GP to integrate all care issues 
across different protocols - ?can capture this decision 
making (patient centred knowledge management)  

� Patient – multiple letters - prioritise their own care 



Comorbidity
(the simultaneous presence of multiple chronic conditions)

Co-morbidity in male patients 

with hypothyroidism (n=28)
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Co-prevalence

co-prevalence of disease in Male patients with 

hypothyroidism
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Managing co-morbidity

� Co-morbidity varies with each diagnosis

� use of resources depends on the degree 
of co-morbidity (co-prevalance)  rather 
than the diagnosis



Clinical Care Follow Up Plan

� Maps the patient journey: Appointments 
GP/hospital/community

� Explains the patient journey: items of care

� Team members responsible for care

� Hands over responsibility to the patient

� Safety nets the deal with a further plan sent by 
post should the patient default (plan may be 
altered with revised care efficiencies)

� Records any freetext information added to the 
plan



Clinical Care Follow Up Plan

- upper page



Clinical Care Follow Up Plan

- lower page



Dynamic Care Strategy 

� Patient Care Plan interacts dynamically 
with the scheduling system

� Complex Care Nurse specialist role –
reviews a daily report for “missed 
deadlines” and proactively manages 
patients who default - “partial attenders”
can be advised  



Missed Deadlines Report



Recall Management 

Clinical Care Follow Up Plans

� Patient centred care – reducing 

duplication

� Tracking of patient care

� Workforce planning maximising skills



Outcomes 

� (<25%) 1222/5000 on recall management 

� 650/5000 patient U&E checked <1y

� No new patients with CKD

� Additional monitoring in patient subgroup – patient 
centred care.

� Excellent patient understanding 

� only 5/350 patients with CHD did not attend

� Only one recall list to manage



TIME
A separate element in clinical information 

structuring in the electronic patient record

� Clinical Database: 
� Holds known information 

� Generic Data Standards – data elements, fragments and coding

� Scheduling system

� Data Transfer systems – data sharing

� Data Collection System
� Captures time elements of recall, results pending, persons 

responsible

� reports clinical strategy, failsafe & follow up

� RECALL MANAGEMENT NOT AUDIT 



Primary Care Re-engineering: 
Scheduled Care V Unscheduled care
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