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Executive Summary  
The NHS is committed to changing its processes to deliver excellent healthcare efficiently and in a way that 

improves health outcomes. The NHS ten-year plan (NHS, 2019) lays out a radical shift in how healthcare will be 

delivered in which patients get more options, better support, and properly joined-up care at the right time in the 
optimal care setting. It commits to a fundamental redesign of outpatient services involving three key elements: 

 

• More care provided in community locations and less in main hospitals; 

• Greater use of technology (including a Health app) and primary care networks; 

• Patient-driven and patient-managed care, enabled by more empowered patients. 
 

Before these changes are implemented, there is a need to understand how they will impact on both staff and 

patients. Rather than commission a new piece of research, Leeds CCG recognised that it already has a 

considerable body of insight work that addresses these areas. They commissioned this report to summarise their 

existing evidence and to identify the questions and challenges that require further investigation. 

 
The CCG provided access to its relevant insight research over the past three years and we summarised how the 

evidence maps onto the three elements of the long-term plan for outpatient appointments. This considerable body 

of work was supplemented by a review of the academic literature. We identified a series of questions and 

challenges that remain. To address this evidence gap we carried out a series of interviews with staff who have been 

involved in setting up community-based and technology-based appointments. The research led to a series of 

conclusions about implementing the long-term plan for outpatient appointments, and the questions and challenges 

that remain. The main conclusions are summarised below.   

 

• There is support for all the three proposed changes, and providing patients retain choice about how and 

where they access their care, there is no need for further patient consultation.  

• Satellite clinics that involve collaborative working between GPs and consultants can increase GP 

confidence to manage care for longer in primary care. Patients have greater confidence in the care 
delivered by their GP. 

• Patients have concerns that video consultations will mean they lose a personal connection with their 

clinician, and so a blended model is likely to work best, in which patients receive both face-to-face and 

video consultations.  

• Data sharing, and providing sufficient IT and administrative support for satellite clinics and video 
consultations, present challenges. 

• There is mixed evidence of age being a barrier. With help to set up their technology, and with the option of 

a face-to-face appointment, older people will find a move to technology-based clinics acceptable.  

• The changes require staff who are motivated to break down traditional barriers and to develop new 

processes. It is helpful if these new processes have a clinical lead and clear support from leaders and 
commissioners. 
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Background  
The NHS is committed to changing its processes to deliver excellent healthcare efficiently and in a way that 

improves health outcomes and meets patient needs. There has been growing recognition that current NHS model 

will be unable to keep up with increasing demand and that fundamental changes are required in how and where 
care is provided. The problem is particularly acute in outpatient services, with the number of hospital outpatient 

visits nearly doubling over the past decade from 54 to 94 million, at a cost of £8 billion a year, with up to a third of 

face-to-face appointments taking place unnecessarily (NHS Long-Term Plan, 2019). Managing and delivering 

hospital outpatient services is frequently complex, and the model has changed little over the lifetime of the NHS. 

However current and anticipated changes in demography, science and technology, patient expectation and 

workforce mean that the way in which we provide outpatient care is likely to become increasingly unsustainable in 

the future.  

 
The NHS ten-year plan (NHS, 2019) lays out a radical shift in how healthcare will be delivered in which patients get 

more options, better support, and properly joined-up care at the right time in the optimal care setting. There will be 

five major changes to the NHS service model that will enable the NHS to meet future demands.  

1. The NHS will redesign and reduce pressure on emergency hospital services. 

2. Integrated Care Systems, comprising partnerships between the NHS and local-authority-funded services 

will provide care, and there will be greater emphasis on population health. 

3. More care will be delivered outside of the hospital setting, and primary care networks will be established 

that are formed from neighbouring GP practices and community teams.  
4. Digitally-enabled care will be provided in both primary and outpatient care settings. This will be based on 

joined up data and systems, digitised appointments and prescriptions, and the NHS app. The app will 

provide advice, check symptoms and connect people with healthcare professionals through telephone and 

video consultations.  

5. People will have more control over their own health and will receive more personalised care. 

 

The first of these changes is being addressed in Leeds by five new Urgent Treatment Centres. The second will 
require more joined up working between the NHS, social care and public health. The remaining three changes, 

while having implications for care in every setting, are particularly important for outpatient care. The Long-Term 

Plan commits to a fundamental redesign of outpatient services, which will save patients time and inconvenience, 

free up significant medical and nursing time, allow current outpatient teams to work differently, and has the potential 

to save £1.1 billion a year on outpatient visits, which can be invested in faster, modern diagnostics and other 

needed capacity.  

 

The extent of the change required should not be underestimated. The Royal College of Physicians (2018) has 
highlighted how the traditional outpatient system is no longer fit for purpose and must change to enable it to keep 

up with future demand and deliver a service that it is less disruptive to patients. Research that underpins the report 

shows that both patients and clinicians are adversely affected by the high level of demand for outpatient 

appointments, leading to increased waiting time and rushed consultations. Inefficiencies in the system compound 

this problem, for example the costs associated with rearranging appointments, and appointments wasted when 

clinical notes and test results aren’t available. Clinicians believe that many outpatient consultations are not required 

at all or could take place without a face-to-face meeting. Suggested alternatives include remote monitoring and 
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telephone or video appointments, which can trigger a face-to-face appointment when clinical or patient need arises. 

The report goes further and suggests that it might be possible to abolish routine outpatient follow-up appointments 

entirely, with patients trained to self-manage their condition and a system set up to allow them to seek appropriate 
help when required. It highlights that reducing face-to-face outpatient appointments will increase efficiency and will 

also be more convenient for patients. It also notes the additional benefits of decreased air pollution if fewer people 

drive to a hospital for their consultation. The report sets out a series of principles for good outpatient care, such as 

alternatives to face-to-face consultations, patients being supported to be co-owners of their health and care 

decisions, flexible access to follow-up appointments, including patient-initiated rather than routine appointments.  

 

The NHS Long-Term Plan gives examples of the changes that could be part of the redesign.  

• Better support to GPs to avoid the need for a hospital referral 

• Online booking systems 

• Appointments closer to home 

• Alternatives to traditional appointments, such as e-clinics 
 

With digital technology evolving so rapidly, the outpatient model for outpatient care is likely to be fundamentally 

different to the current offering. In Leeds, the city-wide outpatient group has a central role in planning and 

implementing this fundamental change to outpatient services. To inform the redesign, the group will need to 

undertake research to explore patient and staff views on potential new outpatient models. First, however, it is 

important to understand the insight work that has already taken place and to synthesise these different pieces of 
work into a single document that summarises what is already known on the topic, the implications of these findings, 

gaps in current knowledge, and how those gaps could be addressed.  

 

This report has five sections. The first summarises the evidence from insight work commissioned by Leeds CCG: 

both the reports supplied to us, and additional reports available on the Leeds CCG website. We also used the 

Kirklees composite report, which summarises all engagement activities between 2015-2018, to identify evidence 

that could inform this review. Where available, we accessed the original reports. The second section summarises 

evidence from the academic literature. The third section contains a set of questions that arise from the evidence 
identified. The fourth part summarises insight gained from interviews with staff who have implemented some of the 

changes recommended in the long-term plan. The report concludes with a summary of the challenges that will be 

faced when implementing the plan to transform outpatient services. 

 

 

1. Evidence from locally commissioned research 

The table below summarises the evidence gained from previous insight research that is relevant to the changes to 

outpatient services. Each of the individual projects contain a substantial amount of information and so are 

summarised briefly. The first column gives details of the research, and the next three note the implications for the 
three potential changes to outpatient services: 

• More care provided in community locations and less in main hospitals; 

• Greater use of technology (including a Health app) and primary care networks; 

• Patient-driven and patient-managed care, enabled by more empowered patients. 
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Evidence source More care provided in 
community locations 
and less in main 
hospitals 
 

Greater use of 
technology (including a 
Health app) and primary 
care networks 
 

Patient-driven and 
patient-managed care, 
enabled by more 
empowered patients 

Joined Up Yorkshire and 
Humber, Brainbox 
Research, 2019 
 
This research involved 
nearly 2000 people from 
across the region in 12 
focus groups, a survey 
and 4 co-design 
workshops. 

The research shows 
support for health input 
from community-based 
voluntary organisations. 
This did not specifically 
cover outpatient 
appointments, but 
services such as diabetes 
support. 

The research provides 
evidence of public support 
for healthcare delivered 
by a wider range of 
professionals working for 
the NHS, the local 
authority, private health 
and social care 
organisations, and 
community and voluntary 
organisations. However, 
awareness of the role of 
the local authority in 
planning and delivering 
healthcare and public 
health is low. 
There is public support for 
using data to plan 
services and to research 
the causes and treatment 
of diseases.  

The research shows 
support for using health 
data to identify and 
contact individuals who 
are at risk of developing 
conditions so that they 
can adapt their lifestyle to 
reduce the risk, or so that 
conditions can be 
diagnosed and treated 
earlier. People wanted to 
take greater control over 
their healthcare by opting 
in or out of notifications 
about their health.  

Personal Health Record, 
Joined Up Leeds 2, 
Brainbox Research, 2016. 
 
This research explored 
people’s ideas for an 
electronic person 
held/personal health 
record (PHR), owned and 
populated by the 
individual and linked to 
their NHS record. 
Involved 8 focus groups 
with a people of a wide 
range of ages, health 
conditions, carers, and 
voluntary sector and IT 
professionals. 

Participants discussed 
how community health 
educators could help 
people understand how to 
use their PHR. 

Participants would be 
unlikely to use a basic 
app that is not tethered to 
their medical records. 
They wanted the app to 
interface with other health 
and lifestyle apps that 
they use. The design 
interface of the app is 
important: it should be 
intuitive, simple and 
attractive. 
The app should have a 
good level of security. 
Some participants were 
concerned that 
information they enter on 
their app could be used 
against them in the future, 
e.g. denied NHS 
treatment because a 
condition is judged to be 
lifestyle-related. 

A key aim of a PHR is to 
encourage people to take 
greater responsibility for 
their health. The research 
provides evidence that 
this is likely to be the 
case. Participants were 
willing (some were very 
keen) to monitor their 
health (e.g. weight, blood 
pressure, blood sugar, 
mood) and seek help 
when required. In many 
cases this would mean 
that they receive advice or 
treatment sooner. Some 
participants were 
concerned that health 
professionals might not 
respond to requests via a 
PHR. 

Person Held Record, 
Joined Up Leeds 3, 
Brainbox Research, 2016. 
 
This research built on 
JUL2 to explore health 
professionals’ acceptance 
of and ideas for a PHR. 
Involved 16 interviews 
with senior health 
professionals and city 
leaders and 9 focus 
groups with health and 
social care professionals. 

 All city leaders, and some 
health and social care 
professionals believed 
that technology such as a 
PHR is essential for the 
future of sustainable 
person-centred and 
person-driven care, and 
others were ambivalent 
about its value. With a few 
exceptions, professionals 
lacked the enthusiasm 
and aspirations for a PHR 
that citizens from JUL2 
displayed. Instead, they 

Health and social care 
professionals, as well as 
city leaders, talked about 
the importance of people 
becoming more 
empowered (by becoming 
better informed) and 
taking more responsibility 
for their own health and 
wellbeing. 
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Evidence source More care provided in 
community locations 
and less in main 
hospitals 
 

Greater use of 
technology (including a 
Health app) and primary 
care networks 
 

Patient-driven and 
patient-managed care, 
enabled by more 
empowered patients 

mainly talked about how a 
PHR could make their job 
easier and help them 
deliver better care. Many 
were concerned that a 
PHR would increase 
workload. Some were 
sceptical that information 
that patients enter has 
any value. However, they 
supported “three things to 
know about me”. 
Some had concerns that if 
a patient logged 
something of concern on 
their record it might go 
unnoticed. 

Healthwatch LTHT 
research, which reported 
outpatient experiences. 
 
These research reports 
summarise surveys 
conducted with people 
when they attend an 
outpatient appointment 
and again after their 
appointment.  
 
Cardiology and 
Neurology, 2018 
(n=10) 
 
Endocrinology, 2016 
(n=86) 
 
Eye Clinic, 2016 
(n=148) 
 
Lincoln Wing Outpatients 
1 (n=108) and 2 (n=99) 
(2017) 
 
Gynaecology (2017) 
(n=78) 
 
Multi-speciality (2017) 
(n=68) 
 
Rheumatology and 
Orthopaedics (Chapel 
Allerton Hospital, 2017) 
(n=104) 
 
Orthopaedics (LGI, 2017) 
(n=142) 
 
Seacroft Hospital 
Outpatients (2017) 

Some patients who need 
transport wait a long time 
to be collected after their 
appointment, which can 
result in them missing 
visits from care staff. 
Patients comment that 
parking is expensive and 
too difficult and time 
consuming to find, and 
that there are insufficient 
disabled parking spaces.  
This evidence suggests 
support for more 
community-delivered 
services. 

The outpatient reminder 
text message service is 
currently well used, 
although use varies 
across services, e.g. 73% 
in Rheumatology and 
40% in Cardiology and 
Neurology reported 
receiving a reminder 
message. Technology 
needs to be applied 
consistently: patients 
reported sometimes 
receiving a reminder and 
sometimes not. There is 
scope for messages to 
include more detail, e.g. 
name of clinic. 
There is scope for using 
technology to make, 
change and cancel 
appointments: patients 
reported waiting a long 
time to get through on the 
phone, and some that 
their cancelled 
appointments had been 
recorded as missed, 
therefore requiring re-
referral. 
Technology should be 
easy to use and clear 
when a task has been 
successfully completed: 
some patients prefer to 
book in with receptionists 
than with machines as 
they’re not sure the 
machines have worked. 
Many patients reported 
their health records were 
not available to the 
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Evidence source More care provided in 
community locations 
and less in main 
hospitals 
 

Greater use of 
technology (including a 
Health app) and primary 
care networks 
 

Patient-driven and 
patient-managed care, 
enabled by more 
empowered patients 

(n=87) 
 
Not used (not able to 
open): Dermatology, ENT, 
Outpatients 7 & 8, 
Chancellor Wing, Hand 
and Plastics) 

doctor, suggesting that 
greater use of technology 
to share records would 
improve the service. 
Patients in the eye clinic 
research had not used 
online appointment 
cancelling systems 
because they did not have 
access to a computer or 
did not know how to use 
one. 

Community Mental Health 
Services Redesign: 
Engagement summary 
report, Leeds and York 
Partnership NHS 
Foundation Trust, 2018. 
 
This report summarises 
consultation with patients 
and staff about 
implementing an older 
adults service. 
Survey (n=255) and 
events with the public  
(n=55) and staff (n=306) 
and stakeholders (n=44) 

The proposed changes 
include moving from unit-
based treatment to home-
based treatment. Some 
respondents welcomed 
this change and others 
were concerned about 
increased social isolation 
and about enjoying a 
“therapeutic day service”. 
While this doesn’t directly 
relate to moving from 
hospital-based care to 
community-based care it 
has implications for the 
need to provide a service 
that allows people to have 
contact with others. 

  

Colorectal cancer follow-
up pathway: patient 
insight findings. Report for 
LWCCG/LTHT, Brainbox 
Research, 2016. 
 
Research to inform 
cancer follow-up 
outpatient service design. 
The research reports on 
four pathways: colorectal; 
gynaecological; prostate 
and long-term follow-up 
from childhood and young 
adult cancers. 
 
Colorectal research 
interviews with patients 
9n=8) at various stages of 
follow-up. 

The research shows that 
people already on an 
outpatient follow-up 
pathway can be reluctant 
to change because they 
believe they are getting 
the best possible care 
from expert staff. 
This suggests that some 
people will be concerned 
that moving outpatient 
follow-up away from the 
hospital will reduce the 
quality of care they 
receive. 
 
Some participants 
described having to 
attend a hospital-based 
outpatient follow-up 
appointment is time 
consuming and 
inconvenient. 

Participants were 
reluctant to move from 
face-to-face appointment 
to Q-tools (an online 
patient risk and symptom 
questionnaire). 

Participants supported 
moving from regular 
follow-up appointments to 
attending a patient 
education programme that 
empowers them to 
monitor symptoms and 
seek help when 
appropriate. However, 
they wanted at least one 
face-to-face outpatient 
appointment and they 
liked having telephone 
access to nurse so that 
they could talk about any 
concerns. 

Gynaecological cancer 
follow-up pathway: patient 
insight findings. Report for 
LWCCG/LTHT, Brainbox 
Research, 2016. 
 

The results show how St 
James’ Hospital has an 
excellent reputation for 
cancer care and so a 
move to community-
based facilities may lead 

Participants already on 
the follow-up pathway 
were reluctant to switch 
from face-to-face 
outpatient appointments 
to technology-based 

Participants were 
concerned that patient-led 
(or Q-tools) follow up 
might allow patients to 
‘slip through the net’ and 
for any changes in their 
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Evidence source More care provided in 
community locations 
and less in main 
hospitals 
 

Greater use of 
technology (including a 
Health app) and primary 
care networks 
 

Patient-driven and 
patient-managed care, 
enabled by more 
empowered patients 

This research was based 
on three focus groups 
(with people already 
receiving follow-up 
appointments) and six in-
depth interviews with 
people who had yet to 
begin follow-up. 
 

people to believe the 
quality of care has 
reduced. 
 
There were mixed views 
about community blood 
tests: some participants 
prefer them as it doesn’t 
mean a trip to the hospital 
but some who struggle to 
get GP practice 
appointments prefer 
hospital tests as it is a 
drop-in clinic.  

follow-up. Follow-up naïve 
participants would be 
happy to use a service 
that did not involve face-
to-face meetings if their 
clinician advised them 
that this is the best option.  
However, both groups 
were concerned that an 
IT-based follow-up loses 
the important face-to-face 
interactions that help the 
medical professionals 
explore patients’ health, 
concerns and needs. 
Participants described 
how they were concerned 
about the security of 
putting personal health 
and medical information 
online when using Q-tools 
and questioned whether a 
cancer specialist, as 
opposed to an 
administrator, reviewed 
the results.  

health to go unnoticed or 
uninvestigated. 
 
However, they were 
willing to receive nurse-
delivered education, 
information and support 
that would underpin 
patient-driven care. 
 
Participants were 
concerned that patient-led 
or nurse-led care would 
not give them access to 
diagnostic tests in the 
same way that consultant-
led care does. They 
believed that this could 
delay diagnosis and 
treatment. 

Long-term follow up after 
childhood and young 
adult cancers: patient 
insight findings. Report for 
LWCCG/LTHT, Brainbox 
Research, 2016. 
Interviews with 9 patients 
and 2 parents 
 

One participant had tests 
locally and found this very 
convenient. 

Some participants had 
phone appointments and 
others face-to-face, and 
they preferred the method 
they were used to. They 
were reluctant to move to 
Q-tools or to a “virtual 
clinic” in which their case 
was discussed by 
clinicians without their 
attendance, although 
believed this would be ok 
if they could log in to their 
electronic health record to 
review discussions. 

Participants did not 
currently feel empowered 
and many were 
depending on their care 
team for reassurance. A 
few did not believe there 
were benefits of 
continuing with follow-up 
appointments. 

Prostate cancer follow-up: 
patient insight findings. 
Report for LWCCG/LTHT, 
Brainbox Research, 2016. 
Interviews with 13 
patients. 
 

Participants believed that 
receiving their follow-up 
appointments at a 
renowned cancer hospital 
means they are getting 
the best possible 
treatment. This has 
negative implications for 
moving outpatient 
appointments to 
community venues. 
However, those on blood 
test surveillance 
supported having test 
results delivered by GPs, 
and a hospital 
appointment only if 
necessary. 

Participants did not 
support Q-tools as they 
believed that it loses “the 
personal touch” and they 
were not sure that a 
cancer specialist would 
review the results. Some 
had concerns about data 
security. 
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Evidence source More care provided in 
community locations 
and less in main 
hospitals 
 

Greater use of 
technology (including a 
Health app) and primary 
care networks 
 

Patient-driven and 
patient-managed care, 
enabled by more 
empowered patients 

Patient insight research to 
inform redesign of the 
Breast Diagnostic 
Pathway in Leeds, 
Brainbox Research, 2015. 
The research was based 
on 13 focus groups as 
part of 5 deliberative 
events,13 interviews and 
401 survey respondents. 

The research shows 
support for the service to 
be located in the 
community, as many 
would find this more 
convenient. However, 
some participants were 
reassured that they were 
attending a hospital with 
an excellent reputation.  

Participants suggested a 
specialist nurse-led clinic, 
either attached to a group 
of GP practices, or to the 
breast unit. 

Most participants 
welcomed self-referrals to 
the clinic as it meant no 
delay while they waited 
for a GP appointment, 
although a few were 
concerned that without 
GP input their details may 
be lost.  

Evaluation of the Leeds 
Breast Unit telephone 
results service, Brainbox 
Research, 2016. 
 
Controlled trial (n=43), 
interviews with 12 
patients and 2 staff. 
 

 There were no differences 
in outcomes between 
people who received 
telephone and face-to-
face results. 

 

Leeds Diabetes Strategy 
Engagement Report, 
Leeds CCG, 2019. 
Survey (n=612) and focus 
groups to explore 
experiences of diabetes 
care. 

People would welcome 
community-based 
services, particularly in 
BAME communities in 
which diabetes incidence 
is higher. 

The report suggests that 
greater use of technology 
will make outpatient 
services more efficient by 
reducing duplicate and 
unnecessary 
appointments.  
Greater collaboration 
between services (as 
might arise from the 
PCNs) is required to 
provide ongoing support 
for patients.  

There is desire for patient-
managed care and a 
need for better diabetes 
education. 

Local Care Partnerships 
deliberative event, QA 
Research, 2018 
Explored people’s (n=61) 
responses to local care 
partnerships. 

Strong support for 
hospital specialists 
providing services from 
GP practices, although 
some concern about how 
“local” it will be, with 
potential travel difficulties. 

Strong support for local 
care partnerships 
although some concerns 
about the need to attend 
other GP practices in 
case this impacted on 
continuity of care.  
 
Support for using 
technology to make 
consultations more 
efficient, especially in 
younger people. 

Participants liked the 
prospect of taking greater 
responsibility for their own 
health. Social prescribing 
was viewed as a useful 
way of helping this 
happen. However, 
participants were 
concerned they might 
misdiagnose conditions, 
especially if they rely on 
“Dr Google” Some 
thought older GPs may 
struggle to accept this 
model. 

Tier 3 Weight 
Management 
Engagement survey, 
Leeds CCG.  
Survey (n=39) of service 
users and members of the 
public about experiences 
and idea for future 
services. 

Service users prefer face-
to-face appointments but 
members of the public 
prefer a mix of face-to-
face and other types. 
People prefer 
appointments to be in 
community health venues. 

Some participants 
suggested apps would be 
a useful addition to the 
service. 

 

Maternity Outpatient 
engagement report, 
Leeds CCG, 2018 

Support for community-
based services but only 
for low-risk pregnancies: 
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Evidence source More care provided in 
community locations 
and less in main 
hospitals 
 

Greater use of 
technology (including a 
Health app) and primary 
care networks 
 

Patient-driven and 
patient-managed care, 
enabled by more 
empowered patients 

Survey (n= of service 
users. 

participants believe that 
hospitals have better 
facilities. Some 
participants reported it is 
difficult to get a 
community midwife 
appointment. 

Collaborative Care and 
Support Planning Review, 
Leeds CCG, 2017 
Survey (n=317) of people 
with long-term conditions 
and an annual review 
appointment. 

 27% of participants only 
wanted face-to-face 
appointments. The most 
popular alternative was 
phone calls. Email, 
messaging and Skype 
were unpopular.  

73% of participants were 
confident they could 
manage their own health. 
Most of those who did not 
attend their review 
appointment did not know 
about it. 

Kirklees Hospital 
Engagement and 
Consultation Composite 
Report, 2013-2018. 
 
Follow-up appointments, 
Healthwatch, 2017 
Survey (n-502) with the 
public. The survey was 
distributed via Facebook, 
Instagram and third party 
website advertising 
(therefore only for people 
who use technology). 
 
The findings are 
summarised in a video: 
 
https://www.youtube.com/
watch?v=51pRQDgHJnA 
 

The research showed 
strong support (95%) for 
offering different types of 
follow-up appointments, 
with telephone (87%),GP 
practice (84%) and Skype 
(68%) most strongly 
supported, although less 
support for email (52%), 
text message (39%) and 
fax/typetalk (12%), which 
were viewed as suitable 
for test results when no 
further action required. 
Otherwise, people wanted 
to be able to ask 
questions. Alternatives to 
hospital appointment 
were viewed as more 
convenient, time efficient, 
and cheaper. However, 
people were concerned 
about not being able to 
choose their form of 
follow-up, losing 
continuity of care, and 
added pressure on GP 
practices. 

 People see benefits in not 
being given outpatient 
appointments by default, 
and instead them deciding 
for themselves if they 
need an appointment. 

Kirklees Hospital 
Engagement and 
Consultation Composite 
Report, 2013-2018. 
 
Ophthalmology services 
provided in a hospital 
setting, 2016. 
 
Survey (n=416) run over a 
three-year period with 
patients using the service. 

While most participants 
believed that care should 
be provided from 
hospitals, the report 
authors suggest that this 
could be because they 
are familiar with this form 
of care. Most participants 
(69%) think that 
rehabilitation care should 
be provided from GP 
practices or Health 
Centres, with 56% 
reporting it should be 
offered in people’s homes 
and 34% in community 
venues.  

Most participants (90%) 
would use technology to 
support their care, 
although 5% would need 
help to do so. 
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Evidence source More care provided in 
community locations 
and less in main 
hospitals 
 

Greater use of 
technology (including a 
Health app) and primary 
care networks 
 

Patient-driven and 
patient-managed care, 
enabled by more 
empowered patients 

Kirklees Hospital 
Engagement and 
Consultation Composite 
Report, 2013-2018. 
 
Right Care, Right Time, 
Right Place consultation. 
Independent report of 
findings (Midlands and 
Lancashire 
Commissioning Support 
Unit, 2016) 

Community-based 
services was one of 
several topics in the 
consultation. One topic 
was changes to 
emergency care, and as 
this is an emotive topic, it 
may have affected 
responses to questions 
on community care. 
Participants had concerns 
about capacity: GP 
services are already 
stretched and community 
services have been cut.  
Other reports that formed 
part of this consultation 
have shown support for 
care closer to home. 

  

Kirklees Hospital 
Engagement and 
Consultation Composite 
Report, 2013-2018. 
 
Care closer to home 
summary report. The 
report summarises 
engagement activity from 
2013-2015 (around 70 
events, meetings or 
projects)  

The document presents a 
matrix showing which 
reports contain evidence 
of several themes, one of 
which is including 
delivering health care in 
the community.  
A main finding is that 
people want flexibility 
about the format of 
appointments.  
 

One of the matrix themes 
is use of technology. This 
would enable better 
communication between 
providers and between 
patients and providers, 
and more efficient 
organisation. People want 
to be able to input to their 
health records. 

One of the matrix themes 
is enabling people to self-
care and seek help when 
they need it. The report 
highlights the need to 
provide clear information 
about available services 
and to identify barriers to 
self-care. Technology has 
an important role in 
enabling self-care. 

Kirklees Hospital 
Engagement and 
Consultation Composite 
Report, 2013-2018. 
 
Self Care (Calderdale 
CCG, 2015). 
Reports on the results of 
a Health Care Forum 
Event (n=30) an focus 
groups (n=40) 

The report notes that 
some people assume 
hospital-based care is 
better because the 
practitioners have greater 
expertise and more 
autonomy.  

 The report describes how 
people need information, 
education and facilitated 
peer support if they are to 
effectively self-manage 
their condition. 

Kirklees Hospital 
Engagement and 
Consultation Composite 
Report, 2013-2018. 
 
Use of technology (NHS 
West and South Yorkshire 
and Bassetlaw 
Commissioning Support 
Unit, 2013) 
 
Summarises results of 
discussions with GP 
Patient Reference Groups 
(n not stated) 

 Technology offers a 
valuable alternative to 
face-to-face consultations: 
more convenient and 
cheaper for patients, and 
it frees up clinic resources 
for those who can’t use 
technology.  
There are concerns about 
data security and privacy. 
 
A major barrier may be 
clinical staff adapting to 
new technology. 

Technology can facilitate 
peer support, which can 
help people self-manage. 

Kirklees Hospital 
Engagement and 

The report notes a need 
for diabetes services to 

The Electronic Patient 
Record could signpost 

The report highlights a 
need for more 
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Evidence source More care provided in 
community locations 
and less in main 
hospitals 
 

Greater use of 
technology (including a 
Health app) and primary 
care networks 
 

Patient-driven and 
patient-managed care, 
enabled by more 
empowered patients 

Consultation Composite 
Report, 2013-2018. 
 
Diabetes (NHS Yorkshire 
and Humber 
Commissioning Support, 
2014) 
Discussions with 
stakeholders at two 
regular events (n=65 and 
47) and a Calderdale 
Diabetes Support group 
meeting (n=14)  
 

be delivered in the 
community, and that 
people in isolated 
communities should not 
be overlooked. Practice 
staff will need to be 
upskilled if current 
variations in primary care 
are to be addressed. 

people to useful 
resources.  

preventative services. 
Self-care requires more 
education about the 
condition, information 
about services, and 
emergency care plans so 
that people know what to 
do if things go wrong. 
Ongoing support (rather 
than a single session) 
would help people 
implement and maintain 
changes.  

Kirklees Hospital 
Engagement and 
Consultation Composite 
Report, 2013-2018. 
 
Stroke Care (WY and H 
Health and Care 
Partnership, 2018) 
Results from a 
stakeholder event (n=50), 
other events reported 
separately have similar 
findings. 

 There is a need for post-
discharge rehabilitation 
services, that will involve 
a range of health and 
social care professionals, 
community and volunteer 
groups, supporting both 
physiological and 
emotional recovery. 

 

Kirklees Hospital 
Engagement and 
Consultation Composite 
Report, 2013-2018. 
 
Cardiovascular Disease 
(Yorkshire and Humber 
Commissioning Support, 
2014) 
 
Participants details not 
provided. 

The report notes that 
community staff could be 
more involved in 
delivering CVD services 
but there needs to be 
clarity over who does 
what to avoid overlap. GP 
practices could detect 
CVD early but people 
struggle to get GP 
appointments. 

There is a need for more 
preventative work from 
public health, e.g. 
encouraging people to 
stay active, eat well and 
stop smoking.  
Technology has the 
potential to increase 
information sharing and to 
assist in public health 
interventions. 
Pharmacists are an 
under-used resource. 

Patients and clinicians 
need to be more aware of 
services if they are to self-
manage their condition. 

Kirklees Hospital 
Engagement and 
Consultation Composite 
Report, 2013-2018. 
 
South Asian People with 
Learning Disabilities: Why 
don’t they access learning 
disability services as 
much as other groups in 
Kirklees? (Healthwatch, 
2017) 
Survey (n=22) 

Community-based 
support groups, run by 
and for people in the 
community, could address 
some barriers to the 
South Asian community 
accessing services.  

  

Kirklees Hospital 
Engagement and 
Consultation Composite 
Report, 2013-2018. 
 

Co-located centralised 
services delivered in 
community venues are 
valued, e.g. Diabetes One 
Stop Shop which includes 
dieticians, chiropodists 
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Evidence source More care provided in 
community locations 
and less in main 
hospitals 
 

Greater use of 
technology (including a 
Health app) and primary 
care networks 
 

Patient-driven and 
patient-managed care, 
enabled by more 
empowered patients 

Diabetes (Kirklees 
Council) 
 
Group discussions and 
interviews (n=126) 
 

and pharmacists and 
avoid people needing 
multiple hospital visits. 

Recovery Package 
Patient Survey, West 
Yorkshire and Harrogate 
Cancer Alliance, 2018. 
 
Research to explore 
whether patients (n=86) 
received the Cancer 
Recovery Package and 
how this (would have) 
helped. 

While the research didn’t 
directly explore where 
outpatient services should 
be offered, some of the 
comments included in the 
report are relevant.  
Some participants noted 
that people would benefit 
from a recovery plan that 
involves continuing (non-
medical) support. This 
supports community-
based services. 
However, one noted that 
GPs are not best placed 
to conduct Cancer Care 
Reviews as they are not 
involved in treatment and 
it should instead be done 
by the hospital cancer 
care team.   

  

 
 
 

It is important to review how the proposed changes to outpatient provision may have a greater impact on people 

with characteristics covered by the Equalities Act. The table below summarises the evidence that was identified in 

the locally commissioned insight reports. 

 
 

Characteristic More care provided in 
community locations and 
less in main hospitals 

Greater use of technology 
(including a Health app) 
and primary care networks 

Patient-driven and patient-
managed care, enabled by 
more empowered patients 

Age  Older people may find 
technology more difficult to 
use (Use of technology. NHS 
West and South Yorkshire 
and Bassetlaw 
Commissioning Support Unit, 
2013). They are more likely to 
prefer face-to-face 
appointments than young 
people (Local Care 
Partnerships deliberative 
event, QA Research, 2018) 
 

Older people may struggle to 
take a more empowered 
position (Local Care 
Partnerships deliberative 
event, QA Research, 2018) 

Disability Community facilities need to 
be fully accessible for people 
with disabilities. (Kirklees 
Care closer to home 
summary report, 2016) 
 

More co-ordination between 
community care and hospitals 
would help people with 
mental health difficulties 
(When life is already tough, 
Kirklees Healthwatch, 2015). 

People with mental health 
difficulties may face more 
challenges to empowerment 
and self-management (When 
life is already tough, Kirklees 
Healthwatch, 2015). 
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People who are HIV-positive 
fear discrimination and want 
their privacy to be respected. 
(The experiences of HIV 
positive patients when 
accessing health and social 
care services in Calderdale 
and Kirklees, Healthwatch, 
2014). Those who live in 
small communities may 
therefore be less willing to 
attend community-based 
services.  
 
 

 
People with visual impairment 
might find it more difficult to 
use technology. 
 
Technology could help people 
with hearing impairments, 
who currently struggle to use 
the telephone booking service 
and hear their name being 
called in busy clinics. (Issues 
affecting people in Kirklees 
who are Deaf and Hard of 
Hearing as they interact with 
Health Services, 
Healthwatch, 2014). 

 
People with learning 
disabilities want to self-
manage and need information 
in easy read format, and staff 
to have training in learning 
disability awareness (Call to 
Action: NHS West and South 
Yorkshire and Bassetlaw 
Commissioning Support Unit, 
2014) 

Gender 
reassignment 

No evidence or expectation 
that there will be any impact. 

No evidence or expectation 
that there will be any impact. 

No evidence or expectation 
that there will be any impact. 

Marriage and 
civil 
partnership 

No evidence or expectation 
that there will be any impact. 

No evidence or expectation 
that there will be any impact. 

No evidence or expectation 
that there will be any impact. 

Pregnancy 
and maternity 

People who are pregnant or 
who have small children may 
find it easier to attend 
appointments in the 
community. 

No evidence or expectation 
that there will be any impact. 

No evidence or expectation 
that there will be any impact. 

Race Some refugees and asylum 
seekers can struggle to 
understand the NHS, which is 
exacerbated by staff 
confusion around eligibility. 
(Asylum Seekers, Refugees 
and People from Emerging 
Communities: Health issues, 
inequalities and barriers in 
Kirklees, Healthwatch, 2017). 
This suggests that there 
needs to be clear information 
about where services are 
provided and how they are 
accessed. 
 

No evidence that there will be 
any impact. 

Not sure if this is really race, 
as the problem is with 
understanding English: 
people who need interpreters 
may find it more challenging 
to understand how to manage 
their condition (Self Care, 
Calderdale CCG, 2015). 
 
People with learning 
disabilities in the South Asian 
community are dissatisfied 
with information about and 
access to available services. 
(South Asian People with 
Learning Disabilities: Why 
don’t they access learning 
disability services as much as 
other groups in Kirklees?, 
Healthwatch, 2017) 

Religion or 
belief 

No evidence or expectation 
that there will be any impact. 

No evidence or expectation 
that there will be any impact. 

No evidence or expectation 
that there will be any impact. 

Sex No evidence or expectation 
that there will be any impact. 

No evidence or expectation 
that there will be any impact. 

No evidence or expectation 
that there will be any impact. 

Sexual 
orientation 

No evidence or expectation 
that there will be any impact. 

No evidence or expectation 
that there will be any impact. 

No evidence or expectation 
that there will be any impact. 

 
 

 

2. Evidence from the academic research literature 

We searched the academic literature over the past 10 years using the Scopus database and search terms: 

“outpatient’ AND ‘service OR appointment’ AND ‘digital’. The search took place in summer 2019. This yielded 118 
results.  An additional search using the terms: “outpatient’ AND ‘community AND setting AND (“service” OR 

appointment’ AND ‘NHS’ AND “hospital” yielded 98 results. A further search took place in early 2020 to identify 
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additional papers exploring acceptability of technology in booking and delivering consultations in older adults: 

“outpatient AND appointment AND technology AND age”. The titles and abstracts were reviewed, and 27 papers 

identified as relevant to the current review. 

  

2.1 More care provided in community locations and less in main hospitals 
Several studies have shown patients have a preference for care in their homes rather than in an outpatient clinic or 

in hospital (e.g. Dixon et al. (2015) study of older adults, Corrie et al. (2013) study of cancer treatment). Some 

research has looked at outcomes and found no significant differences between community-based and hospital-

based care (e.g. rheumatoid arthritis, Awatts et al., 2015), although they are also no more cost-effective.  
Even though re-locating clinics to the community is popular with patients it will not necessarily increase attendance, 

as shown in a case study of hospital paediatricians running community-based satellite clinics: shorter travel 

distance predicted increased attendance but non-attendance was 1.8 times higher in the most-deprived compared 

to the least-deprived areas (McLeod et al., 2015). However, screening uptake rates can be increased for harder-to-

reach populations when they are based in a community setting, as shown by MacPherson et al. (2011) study of HIV 

testing. Enhanced primary care and out-of-hospital models (OOHM) have the potential to produce a major 

decrease in use of Emergency Department visits (Viner et al., 2018). They reviewed children and young person 

cases seen an several London emergency departments and concluded that 95% had diagnoses appropriate for 
OOHM. Nearly half (43%) required no investigations and a third (33%) were provided only with reassurance. Nearly 

half (42%) were judged to have been totally avoidable if the family had had better health education. A quarter (26%) 

were judged appropriate for current primary care (community pharmacy or general practice) with 31% appropriate 

for the combination of enhanced general practice and community pharmacy. Proportions suitable for new models 

were 14% for the nurse-led acute illness team, multi-speciality community provider 26%, GP federation service 

45%, comprehensive walk-in centre 64% and 75% for a primary and acute care system.  

 
There is evidence that care could also be delivered to patients in their homes. Nelson et al (2020) found that 

telerehabilitation delivered directly to patients in their homes and supported by an iPad exercise app was as 

effective as hospital outpatient appointments in patients undergoing total hip replacements. The mean age of their 

participants was 62, suggesting that technology-based appointments are acceptable to older people. 

 

 

2.2 Greater use of technology (including a Health app) and primary care networks 
Most patients of a rehabilitation service have access to a computer (93%), tablet (47%) or smartphone (57%) and 

would be willing to use it for their rehabilitation, e.g. to access their health record, contact peers, and make 

appointments with their clinician (Wentink et al., 2018). While these participants were required to have registered 

an email address (and this therefore excludes the most digitally unconnected), nearly all of those who took part 

reported using a device every day and wished to incorporate electronic devices to have insight in their health 

record, communicate with peers and schedule appointments with health professionals. There were also high levels 

of interest from patients with liver disease (Bloom et al., 2019). Most (78%) were interested in using a smartphone 
app that could communicate with their physician (85%), send results and appointment reminders (82%), send 

medication notifications to patients (65%) and caregivers (64%), educate about liver disease (79%), transmit weight 

data to their clinician (85%) and play a game to detect cognitive decline (67%). Access to a smartphone or tablet 
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was also found to be high (72%) for patients in an ophthalmology clinic (Ludwig et al., 2016), and of all the patients 

(i.e. not just those with a smartphone or tablet) 67% were interested in using their device to track their eye health.  

 
De Jong et al. (2018) report a proof-of-concept study of a Virtual Outpatient Clinic (VOC) that specifically aimed to 

overcome the problems that patients with co-morbidities have with lack of joined-up care. The VOC comprises six 

digital tools that facilitate self-monitoring (blood pressure, weight, and pain) and communication with peers and 

providers (chat and videoconferencing) connected to a cloud-based platform and the hospital patient portal to 

facilitate access to (self-collected) medical data. The VOC was well used and patients found it convenient and easy 

to use. The authors highlight that further work is needed to evaluate its effects on outcomes.  

 

Greater use of technology also has benefits for clinicians. Annoh et al. (2019) describe how technology, specifically 
sharing digital images between community optometrists and hospital clinicians has led to reduced outpatient 

waiting times and improved patient satisfaction. The catalogue of images that was built up has been used to create 

a virtual learning platform hosted by a local university, and interactive discussions about eye conditions. Sharing 

digital images has also been shown to be an effective method (i.e. outcomes no different to face-to-face care) in 

managing burns (Hickey et al., 2017), wounds (Wiseman et al., 2016) and dermatitis (Armstrong et al., 2015).  

 

Morris et al. (2017) report a study that used webcam consultations for diabetes. Non-attendance rate was lower in 

the webcam group (13%) than the hospital group (28%). Patients found the service convenient, empowering, and 
delivering quality of care as good as in face to face consultations, although this was thought to depend on the 

patient having a pre-existing relationship with their clinician. Both patients and staff believed that webcam 

appointments should replace some, rather than all, traditional clinic visits. Large screens, sense of proximity, video 

clarity and definition, and lack of sound/picture lag work can help make video appointments more successful (Day 

and Kerr, 2012). People who have previously experienced a video call (either personal or work) are more likely to 

accept a video appointment and to believe that they can get the same quality of care as an in-person appointment 

(Gardner et al., 2015). People living further away from the clinic, and those who are more comfortable setting up a 
video call from home, were more likely to accept a video appointment.  

 

There is mixed evidence around patient acceptability for primary care networks taking over outpatient functions that 

have previously been run from hospitals. Patients have very high confidence in the specialist skills and knowledge 

of a surgeon. Some patients feel that cancer follow-up is a highly specialised task that GPs might not be able to 

carry out to the same quality standard (Wind et al., 2013). A small-scale study of early-stage breast and prostate 

cancer survivors further demonstrated this by showing that 52% of participants thought a cancer specialist alone 

was appropriate for follow up care (total sample=39; Hudson et al., 2012). There may also be IT barriers to GPs 
taking on a greater role: a study in Germany GPs have a patient-centred focus to care but they do not have easy 

access to the same clinical information as hospital specialists (Engler et al., 2017). Primary care led follow-up is 

seen as more acceptable by patients when risk of recurrence is low. GPs believe that post-discharge individual 

care plans and education courses regarding follow-up care would help them to support cancer follow-up care (Wind 

et al., 2013). There is also some support for shared care (between GP and secondary care specialists) by patients 

that have experienced it, provided GPs are trained and supported in this role (Hall et al., 2011). This model 

involves joint care planning and delivery, supported by increased information sharing across primary and 
secondary care. Hudson et al. (2012) report that 38% of participants perceive that a cancer-related specialist and 

primary care physician (together) were appropriate for follow-up care. These patients perceive the role of primary 
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care in follow-up should be cancer-screening, supporting more specialist secondary cancer care and taking over 

follow-up care when sufficient time had passed that specialist care is no longer required.  

 
 
2.3 Patient-driven and patient-managed care, enabled by more empowered patients 
There is a demand for patient-managed care, even with complex conditions with co-morbidities. Zimbudzi et al. 
(2019) looked at self-management in patients with diabetes and chronic kidney disease. Patients require education 

on both how to manage their conditions and prevent it progressing (including elements such as nutrition and 

lifestyle changes) and also on complications arising from their condition. Their preference was for a DVD 

educational resource, although this may have changed since data collection, as people now use devices that do 

not have DVD drives. The success of patient-initiated follow-up is dependent on equipping patients with self-

management and coping skills. It can lead to high patient satisfaction when patients are confident assessing 

symptoms and confident that they have quick and reliable access to care when required (Davies & Batehup, 2011). 

Video technology has been shown to have a role in enabling patients to seek advice in between scheduled 
appointments (Morris et al., 2017). Self-management advice and support has been offered in different forms for 

different conditions, some patients have had it prescribed or offered as a choice for treatment follow-up. In other 

cases, self-management advice and support is built-in to patient-initiated follow-up through post-treatment 

consultations with a nurse. Follow-up is then primarily patient-led or can be delivered in conjunction with regular 

scheduled nurse practitioner telephone appointments (e.g. Cox et al., 2008).  

 

 
3. Conclusions from the evidence reviews 

The research reviewed provides support for most of the proposed changes to outpatient services. Moving follow-up 

care to a community setting is acceptable to patients, although if it is delivered by primary care staff, patients may 

be concerned about a lack of specialist skills, and there may be IT challenges around sharing records. There is 

less support for using technology such as Skype, Q-tools and email to replace all outpatient appointments. While 

people believe that such technology is a convenient way to make appointments and receive results, they are 

concerned that a move away from face-to-face appointments will mean that they lose a personal connection with 
their clinicians. People already receiving outpatient appointments are likely to be more resistant to changes. A 

blended model of both face-to-face and video appointments is likely to receive the strongest support. There is a 

demand for patient-managed care and evidence that patients can manage their condition when they receive 

training on self-management and coping skills and are confident that they have quick and reliable access to care 

when required. 

 

While some of the locally commissioned consultations involved staff, most involved only members of the public. We 

do not know, therefore, any concerns that staff have about the proposed changes and the support that they would 
need to change their practice. There is evidence from the academic literature that clinicians accept video 

consultations, and that the quality of the connection is important to them. However, there is evidence from locally 

commissioned research that many clinicians do not see value to their practice of patients using a health app to log 

information about their health. We need further information about what the health app will involve, and if clinicians 

are expected to interact with patients through it, insight into their barriers to its use.  
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The following questions arise from the findings. 

1. Do GP practices have the capacity to host or deliver outpatient services? 

2. Will record sharing be sufficiently developed to enable primary care networks to take on a greater role in 
outpatient services? 

3. Will staff delivering services in the community have the same expertise as hospital-based staff? If so, how 

can people be reassured of this?  

4. What do staff think about either running satellite clinics or moving to delivering community clinics? Will 

there be any impact on their professional supervision or opportunities to update their skills? 

5. Will drop-in services or rapid access appointments (e.g. blood tests) be available in the community? If 

appointments, how will people track where they are in the system (appointment, results etc) so that they 

can be reassured they have not been overlooked? What happens if there is a long wait for an 
appointment? 

6. How will staff be made clear about how their roles overlap with colleagues in the community and in primary 

care networks, the practicalities involved in not duplicating services, and where clinical responsibility lies? 

7. Who will deliver information sessions to empower patients to manage their own conditions? Patients 

appreciate such sessions delivered by specialist nurses but do they have the resources and the capacity? 

8. How can patient peer support be facilitated? 

9. What is it about Skype that people dislike? Will the developers of new technology-based clinics that use 

Skype (or similar) do sufficient user testing? How can people be reassured? 
10. How will people be supported to use technology? Will additional help be available to those who need it? 

11. How will staff be supported to use technology? Do they see any value in the healthcare app? What barriers 

do they have to using it? 

 

 

4. Evidence from staff experience  

Following discussions about the findings from the literature review, Leeds Teaching Hospitals Trust identified two 

areas to explore in more detail through interviews with staff. These were about running technology-based 

outpatient appointments, and about running satellite clinics in the community. 

 

4.1 How do people respond to technology-based appointments or virtual clinics? 
This work was based on an interview with a member of staff from the Digital Health Programmes and Development 

Services who has been instrumental in setting up the Leeds Teaching Hospitals Trust video consultation service.  

The participant explained that a pilot service was set up a year previously, and despite initial enthusiasm from 

clinicians, uptake has been low. There has also been less demand from patients than anticipated, and the team 

recognised that they needed to provide information for patients about the service. However, the lower-than-

anticipated demand has enabled the service to be rolled out in a manageable way, with a good level of support 
available for clinicians who are using the service. The team has produced a series of resources for clinicians and 

staff: 

• Patient information 

• Staff user guide 

• Admin top tips 
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The team sought feedback on the service, and while the number of responses was low, they were able to draw 

some conclusions. They noted that when both patients and clinicians had experienced some technical problems 

during some of the consultations, for example the patients now knowing how to activate the camera on their device, 
or the quality of streaming being low. Problems were more likely when the patient or clinician was using an old 

computer. However, when the video consultations worked, patients were very happy with using this method and 

particularly praised its convenience. The team identified that it is very important to communicate effectively with 

patients about the availability and potential benefits of this service and to explain how it works. It was also 

important to highlight that it is a choice rather than something that patients are required to change to. They also 

noted that it is important to provide sufficient administrative support for video consultations. They identified that the 

service is more successful when there is a clinical lead who drives forward the service, rather than the project team 

taking the lead. 
 

The team concluded that the system selected for the pilot was not sufficiently high quality to roll out across the 

hospital. Instead, they have become part of a pilot of a new system – Attend Anywhere – which is funded by NHS 

England. They believe that this will provide a more suitable platform to develop a video consultation service. The 

new system provides substantially more technical support to its users, the facility to request IT support during a 

consultation, and the facility to provide feedback after the consultation. It is also easier to set up and more intuitive 

to use. The new pilot will build on the findings of the previous one by focusing on a small number of specialities and 

building up their interest and expertise in video consultations before extending the service to other specialities. 
 

 

4.2 What are the challenges of setting up satellite clinics? 
This work was based on interviews with two clinicians who had set up a paediatric community satellite clinic in 

September 2018. The clinic runs once a month and had been operating for a little over a year when the interviews 
took place. Patients registered with nearby GP practices can choose to attend the satellite clinic rather than the 

hospital clinic. The satellite clinic sees patients of other consultants too; not just patients who have been referred to 

the consultant who had set the clinic up. Patients are seen by both the consultant and the GP and after the clinic, 

there is a Multidisciplinary Team (MDT) meeting. Participants believed that the clinic is very successful for the 

following reasons: 

 
• A strong relationship has been built between the consultant and GPs in the locality. GPs can contact the 

consultant to ask for advice, either by email, phone or face-to-face.  

• A fundamental part of the process is the GP advice line in which GPs email a consultant paediatrician to 

ask for advice. The consultant reviews the request and provides advice to GPs. The email can also be 

taken as a referral if that is the most appropriate course of action, so there is no increase in paperwork and 

no delay should a referral be appropriate.  

• The additional guidance available for GPs has led to them having the confidence to manage and treat 
patients themselves, rather than routinely refer patients to secondary care. This means that patients start 

their treatment earlier because do not need to wait for a secondary care appointment. It also means that 

the threshold for secondary care follow-up is higher, as more patients can be managed by their GPs.  

• The consultant has noted that they are requesting fewer investigative tests because, in hospital-based 

clinics with testing facilities on-site, it can seem easy to order tests because they are easily available rather 
than because there is a clinical need. During satellite clinics they are more conscious of which tests will 
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provide valuable information. This experience has meant that they now routinely request fewer 

investigative tests during hospital clinics. This reduces unnecessary costs, reduces patient anxiety, and 

when tests cannot be performed on the same day, reduces the inconvenience and cost of additional 
hospital visits for patients and their parents/carers. 

• Because GPs are present during the consultation, and their care is clearly a partnership between the 

consultant and GP, patients have more confidence in GP-led care. 

• Because the consultant has access to Systm1 (the GP records system), they can enter information directly 

onto System One and copy it into the Leeds Care Record. This means that GPs have real-time access to 
updated clinical information, the actions that have been taken, the discussions between patients and 

clinicians, and the agreed outcomes. One potential drawback is that patients no longer receive a copy of 

the letter from their consultant to their GP, although the consultant is not aware of any dissatisfaction with 

this. 

• The MDT meeting that runs after the clinic is a valuable mechanism for sharing information and 

implementing support beyond the NHS, e.g. in schools. 

• A quarterly MDT meeting takes place that focuses on patients who are about to reach the age of 16 and 

therefore will no longer be accessing the paediatric service. The satellite clinic makes it more likely that 

these young adults can be managed by their GP, rather than being referred to a new consultant;. 

 
These changes have meant that referrals to the consultant have decreased. This is a positive change, not only 

because it saves money and reduces patient waiting times, but also because it can offset the additional time the 

consultant needs to spend on responding to GP queries.  
 

Both the consultant and the GP have experienced several challenges in setting up the satellite clinic, which they 

describe as: 

• Getting buy-in from the CCG; 

• Getting buy-in from other hospital consultants; 

• Because the clinic is held in a single GP practice, other practices don’t have the same level of ownership 

over the clinic. This means that some GPs have not been able to attend the satellite clinic; 

• The advice service, while valuable, is only used by GPs in up to half of the practices.  
 

Participants suggested that when new satellite clinics are established, they rotate around different GP practices. 
This should increase the sense of ownership across more GP practices and increase the number of GPs who 

attend. They also highlighted the importance of having a clinical lead or champion who can support and promote 

the service. 

 
An evaluation on the satellite clinic has recently been completed and the report available from the Health and Care 

Evaluation Service (Seims, 2019). This supports the views of the two participants. The report concludes that the 

clinic is running successfully in the community and has engaged a range of health and care professionals to work 

collaboratively. It highlighted that GPs have gained in knowledge and confidence, resulting in fewer referrals and 

earlier treatment for patients. Greater trust between the consultant and GPs has resulted in patients being referred 
back to primary care earlier. It was noted that staff who were enthusiastic, motivated and willing to build 

relationships and break down barriers to facilitate the development of new processes were key to the project’s 

success.  
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Conclusions  

The evidence review and the research with individuals involved in developing technology- and community-based 

services provide support for the proposed changes to outpatient services. Providing patients retain choice about 

how and where they access their care, there is no need for further patient consultation. The research has also 

highlighted the opportunities and challenges in delivering the NHS Long Term Plan for outpatient services. These 

are summarised below. 

 

1. There is support for a patient-driven model, and this can be facilitated by patients using technology to seek 

advice from clinical staff.  
2. Secondary care satellite clinics can run successfully in the community, and with support, GPs can manage 

patients for longer in primary care. However, there are challenges in engaging GPs with satellite clinics, 

particularly when the clinic is not located in their own practice.  

3. Such satellite clinics require staff who are motivated to break down traditional barriers and to develop new 

processes. It is helpful if these new processes have clear support from leaders and commissioners. 

4. There needs to be good record sharing between primary and secondary care, and while granting 

consultants access to Systm1 can overcome this to a certain extent, it would nevertheless be valuable to 

support shared record initiatives. 
5. Any patient concerns about the care they receive in hospital being better than that in community clinics can 

be overcome by it being apparent that care is delivered collaboratively.  

6. Satellite clinics provide opportunities for primary care staff to increase their confidence and skills, but we 

don’t know about the impact of moving staff to community clinics on their professional supervision or 

opportunities for maintaining and updating their skills. 

7. There remain questions about whether staff see any value in the NHS or other healthcare apps and the 

barriers they face to using them. 
8. Both staff and patients will need to be encouraged to make use of video consultations. Patients have 

concerns that they may lose a personal connection with their clinician, and so a blended model is likely to 

work best, in which patients receive both face-to-face and video consultations. Video clinics need a product 

that it is easy to set up and use, sufficient IT and administrative support. There will be technology failures 

so patients and staff need to know what to do if their consultation does not take place, or is unsatisfactory.  

9. There is mixed evidence of age being a barrier to technology-based clinics. Most people have access to a 

computer, tablet or smartphone - either their own or that of a caregiver - and are interested in using it for 

appointments and to manage their condition. With help to set up their technology, and with the option of a 
face-to-face appointment, older people will find a move to technology-based clinics acceptable.  
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