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SLIDE 1Thank you for your invitation and for listening to me in English. If only your King Haakon IV hadn’t lost the Battle of Largs in 1263, 30 miles from where I’m sitting, I might be speaking to you in Norwegian. But alas! It was not to be. The Scottish Deep End Project has given identity, voice, shared activity, shared learning and policy impact to a previously neglected group of general practitioners and, by proxy, the patients they serve. It’s my pleasure to share that experience with you.
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SLIDE 2This slide divides the Scottish population into ten groups of just over half a million people, most affluent on the left, most deprived on the right. Premature mortality in blue and multimorbidity in red increase over two and half fold across the spectrum. But funding, in black, is broadly flat, especially in the more deprived half of the population. Consultation rates in green rise a little, about 20%, but with no extra resource, this is only achieved by GPs in deprived areas, in the bottom right hand corner, by having shorter consultations, or working a longer day.



CONSULTATIONS IN DEPRIVED AREAS
Multiple morbidity and social complexity

Shortage of time

Reduced expectations

Lower enablement (especially for mental health problems)

Poorer outcomes after 12 months

Higher practitioner stress
Mercer  SM, Watt GCMW : clinical primary care encounters in deprived and affluent areas of Scotland
Annals of Family Medicine 2007;5:503-510
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SLIDE 3Indeed, a research study showed that GP consultations in deprived areas were shorter, dealt with more multimorbidity and social complexity, had lower expectations and poorer outcomes, especially for patients with mental health problems, and were associated with higher GP stress. This is inequity in health care, not as an abstraction but as a daily reality for practitioners and patients.



GENERAL PRACTITIONERS AT THE DEEP END
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SLIDE 4Turn the slide upside down and you see where we got the idea of the deep end of a swimming pool, and from this, the Deep End logo
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SLIDE 5With the deep end of a pool, the steep slope of need, the flat line of resource, a sunrise or a sunset (depending on your disposition); a thistle for Scotland, top left; a spurtle down the side (that’s a traditional kitchen instrument for stirring porridge); the whole thing is a flag for rallying under.
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SLIDE 6And now there are similar flags for Deep End Projects in Ireland, Australia and six English areas, plus possible projects in Canada, the US and Belgium. It’s catching.
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SLIDE 7What can Deep End GPs do and what can be done to help them? The first step was to listen to what they had to say - at a conference in 2009 involving GPs from practices serving the 100 most deprived communities in Scotland. That’s about 10% of all practices.  Two thirds of practices were represented. It was the first time they had ever been convened or consulted. The seating plan was a circle, with everyone in the front row. The conference report captured their experience and views …..



36 DEEP END REPORTS (www.gla.ac.uk/deepend)
1. First meeting at Erskine
2. Needs, demands and resources
3. Vulnerable families
4. Keep Well and ASSIGN
5. Single-handed practice
6. Patient encounters
7. GP training
8. Social prescribing
9. Learning Journey
10. Care of the elderly
11. Alcohol problems in young adults
12. Caring for vulnerable children and families
13. The Access Toolkit : views of Deep End GPs
14. Reviewing progress in 2010 and plans for 2011
15. Palliative care in the Deep End
16. Austerity Report
17. Detecting cancer early
18. Integrated care
19. Access to specialists
20. What can NHS Scotland do to prevent and reduce heath inequalities
21. GP experience of welfare reform in very deprived areas
22. Mental health issues in the Deep End
23. The contribution of general practice to improving the health of vulnerable children and families 
24. What are the CPD needs of GPs working in Deep End practices? 
25. Strengthening primary care partnership responses to the welfare reforms
26. Generalist and specialist views of mental health issues in very deprived areas
27. lmproving partnership working between general practices and financial advice services in Glasgow : one year on
28. GP recruitment and retention in deprived areas
29. GP use of additional time as part of the SHIP project
30. A role for members of the Scottish parliament in addressing inequalities in health care in Scotland
31. Attached Alcohol Nurse Deep End Pilot
32. 8 years of the Deep End Project
33. Increasing undergraduate education in primary care in areas of socio-economic deprivation
34. The Deep End Project for 2019-22
35. Plans for advocacy and engagement by the Scottish Deep End Project
36. General practice in the time of COVID-19
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SLIDE 8….  and set the agenda for a series of roundtable discussions on specific topics, all with short and long reports on the Deep End website, the latest addressing general practice in the time of COVID.



ADVOCACY

DEEP END REPORTS 16, 21, 25 and 27
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SLIDE 9Some reports have been about austerity, welfare benefits, alcohol pricing - using the experience and voice of general practitioners to highlight social issues as they affect patients.
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SLIDE 10But Deep End advocacy has been mainly about health care. If health care is not at its best where it is needed most, inequalities in health will widen. As health care has become more effective, the implications of inequity have become important for public health.



THE DEEP END MANIFESTO

1. Extra TIME for consultations (INVERSE CARE LAW)

2. Best use of serial ENCOUNTERS (PATIENT STORIES)

3. General practices as the NATURAL HUBS
of local health systems (LINKING WITH OTHERS)

4.  Better CONNECTIONS across the front line (SHARED LEARNING)

5.  Better SUPPORT for the front line (INFRASTRUCTURE)

6. LEADERSHIP at different levels (AT EVERY LEVEL)
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SLIDE 11All this gave rise to the six point Deep End Manifesto:  more time for consultations, addressing the inverse care lawbetter use of serial encounters, staying long enough to make a differencebuilding local health systems, with general practice as the natural hubbetter sharing of experience and learning better support from the centrestronger leadership at every level, especially ground level Every point a challenge to current distributions of power and resource. 



GP Scope

Individual Clinical 
Care

Politics

Community

Individual Social 
Issues

Policy

BASED ON 24 INTERVIEWS WITH DEEP END GPS 
BY BREANNON BABBEL, PHD STUDENT

HOW DO
DEEP END 
GENERAL
PRACTITIONERS
SEE THER ROLE ?

Presenter
Presentation Notes
SLIDE 12Not every GP signs up to this. My colleague Breannon Babbel interviewed GPs working in deprived areas in Glasgow. All saw their role in clinical consultations. Some saw no further than that, while others tuned in to patient’s social situations, viewed the local community as a resource, saw the social and political determinants of poor health being played out in front of them, and wanted to do something about it.



ADVOCACY

not only what you say

but also, what you do
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SLIDE 13Engagement and listening are first steps but only a start. Keeping the initiative going requires coordination, usually from an academic department of family medicine, but could be by anyone known and trusted by practitioners. With a network of interested practices, we were also ready to take on projects, as opportunities occurred,  showing what could be done. Advocacy is not only what you say; it is also what you do. I’ll very briefly describe 5 projects. Further details area available on the Scottish Deep End Project website. (www.gla.ac.uk/deepend)
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THE CARE PLUS STUDY
• RCT of longer consultations for selected complex patients
• CARE Plus prevents decline in QOL
• Cost-effective (< £13,000 per QALY; NICE threshold is £20,000)

Mercer, S. W. et al. (2016)  The Care Plus study – a whole system intervention to improve quality of life of primary care 
patents with multimorbidity in areas of high socio-economic deprivation :exploratory cluster randomised controlled 
trial and cost utility analysis. BMC Medicine, 14, 88. (doi:10.1186/s12916-016-0634-2)
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SLIDE 14In a randomised clinical trial, the Care Plus Study showed that extended consultations for selected patients with complex problems is cost-effective, not only improving patient’s quality of life, on the left, but also preventing its further decline, as observed on the right, in the control group



GOVAN SHIP

(Social Health Integration Partnershipp)

4 general practices in one health centre

Added clinical capacity (via long term GP locums)

Protected time for extended consultations

Monthly Multidisciplinary Team (MDT) Meetings

Attached social care workers

Administrative support

Targeting 8% of patients reduced practice workload overall

Presenter
Presentation Notes
SLIDE 15The Govan SHIP Project, had nothing to do with ships, although Govan is where some famous ships were built. Long term GP locums made it possible to give every GP in the health centre one protected session per week to use as they saw fit. Most used their knowledge to select patients who needed more consultation time, sorting and prioritising their problems, re-coordinating their care, driving integrated care from the bottom up, via enhanced multidisciplinary team meetings, with attached social care workers and community link workers. Focusing in this way on about 8% of practice patients also reduced GP workload for the practices as a whole.



THE COMMUNITY LINK WORKER PROGRAMME
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SLIDE 16The community link worker programme provided an extra person in the practice team, acting not only as a signpost to community resources (sometimes called “social prescribing”), but also working one to one with patients, especially those struggling to cope with a complicated and fragmented health and social care system.  



THE PARKHEAD FINANCIAL ADVICE PROJECT

• Engagement of practice

• Increase in new referrals, made mostly by GPs

• 65% uptake

• Median financial benefit per claimant of £7,000 per annum

• 68% of people engaging with the service stated they had a mental health condition

• About a half of people were referred to additional forms of community support

• More time for GPs to address clinical problems

• Now being rolled out to 150 other local practices
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SLIDE 17At Parkhead Health Centre, in the shadow of the Celtic football stadium, financial advice workers who were embedded in the practice, and not simply working nearby, increased the number of new referrals for welfare benefits, with an average financial benefit per referred patient of over £7000 per annum 



THE DEEP END GP PIONEER SCHEME

Additional capacity via GP fellows

Protected time for host GPs (as in SHIP)

Shared learning based on service developments

Day release scheme for GP fellows

Recording of shared activity via website
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SLIDE 18The Deep End GP Pioneer Scheme puts young GPs into deprived practices, partly to add clinical capacity, but also to release the time of experienced GPs so that they can apply their knowledge and experience to service development. The GP fellows are also engaged in service developments and have a fortnightly day release scheme to meet their educational needs, filling the gaps not covered by conventional GP training. Learning from all these activities is shared between fellows, GPs and practices on a website. 



ACTIVE INGREDIENTS OF THE SCOTTISH DEEP END PROJECT

Additional capacity
Leadership at a local level
GP protected sessions
Extended consultations for selected patients
Bottom-up integrated care via multidisciplinary team meetings
Embedded community link practitioners acting as generalists
Embedded financial advisors
Associated evaluation and research
Shared learning between practices
Advocacy
Involvement of the next generation of GPs
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SLIDE 19In this way we have been working through many of the active ingredients of primary care development, especially longer consultations, GP protected time, embedded co-workers, community links, academic support and collegiality. A consistent theme has been the importance of clinical generalists, providing unconditional personalised continuity of care for patients, whatever problem or combination of problems they present. In Scotland, link workers and financial advisors are now being embedded in all deprived practices – our major successes, in blue. The Pioneer Scheme has stopped in Scotland but is being copied in other places. We are still arguing for the roll-out of longer consultations, and GP protected time.



Conference
THE EXCEPTIONAL POTENTIAL OF GENERAL PRACTICE
Making a difference in Primary Care

14-15th February 2019, Glasgow
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SLIDE 20At a conference in Glasgow in 2019 we celebrated our progress with the publication of a book, The Exceptional Potential of General Practice, with 55 contributors from 11 countries, 44 of them general practitioners.



YES, this is what I do

YES, that’s what I want to be part of

YES, that’s the direction I want to go
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SLIDE 21The idea of the book is that medical students and young and not so young GPs would say, “Yes, that describes what I do”, “Yes, that’s what I want to be part of” and “Yes, that’s the direction I want my career to go”



www.gla.ac.uk/deepend

DEEP END INTERNATIONAL BULLETING NOS 1-4

News from :
Scotland
Ireland

Yorkshire/Humber
Greater Manchester
Canberra, Australia

Plymouth
NW London

North-East and North Cumbria
Nottinghamshire
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SLIDE 22There have now been four Deep End International Bulletins, each with 40 pages of news and views from the various Deep End Projects.



BJGP, June 2015

Ubiquitous, endemic complexity

The value of previous encounters

Empathy and trust

A “worried doctor”

Setting the bar high

Every patient matters

A DAY IN THE LIFE …….
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SLIDE 23The primary motivation of most Deep End general practitioners is not to address the abstraction of inequalities in health, but rather, to improve patient care, closing the gap between what they are able to do and what they could do with more time and resource. This is partly about evidence, but it is also about values. I shadowed a GP in Scotland’s most deprived general practice, observing her day from 7 in the morning to 7 in the evening, and wrote it up in the BJGP. I saw multimorbidity in large measure (not the simple counting of conditions but rather, the number, severity, complexity and continuing nature of health and social problems in families and households), presenting as a succession of complicated stories. I saw the importance of prior knowledge, allowing consultations to start at a higher level and without which much less could be achieved in a short consultation. I saw the importance of empathy and the trust patients placed in a doctor who knew them well and cared what happened to them. I saw no worried well patients but I saw a “worried doctor”, using her better knowledge to anticipate and try to prevent complications. She was ambitious for what might be achieved, not immediately but over time. Every patient mattered. 



SHEHEREZADE

TELLING 1001 TALES
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SLIDE 24In Tales of 1001 Nights, Sheherazade had to invent a new story every day. Her life depended on it. That’s also the task of primary care, helping to create strong patient stories. Every practice is a compendium of such stories, but are they long stories, or short stories, fairy stories, horror stories? Who knows?



Building

KNOWLEDGE

CONFIDENCE

AGENCY
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SLIDE 25An important part of story building is boosting patients’ knowledge, confidence and agency



RELATIONSHIPS WITH PATIENTS

“Initially face to face, eventually side by side”

Julian Tudor Hart
A NEW KIND OF DOCTOR
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SLIDE 26Without which, self-help and self-management are destinations not starting points. It’s a shared journey, at an appropriate pace, in Julian Tudor Hart’s words, “initially face to face, shifting slowly to side by side”.



Payne R, Abel G, Guthrie B, Mercer SW. The impact of physical multimorbidity, mental health conditions 
and socioeconomic deprivation on unplanned admissions to hospital: a retrospective cohort study. 
CMAJ 185 (e-publication ahead of print): E221-E228, 2013, doi:10.1503/cmaj.121349

10% of patients with 4 or more conditions accounted for

34% of patients with unplanned admissions to hospital and

47% of patients with potentially preventable unplanned admissions
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SLIDE 27Not every patient needs this but in Scotland, and I expect here too, the 10% of patients with 4 or more conditions, who account for a third of unplanned admissions to hospital and a half of potentially preventable unplanned admissions, certainly do. 



RELATIONSHIPS 

ARE THE 

SILVER BULLETS 

OF GENERAL PRACTICE AND PRIMARY CARE

Especially for the 15% of patients who account for 50% of the workload
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SLIDE 28Patients with multimorbidity are all different (there is no simple case definition), but their needs are the same – unconditional, personalised continuity of care from a small team of providers whom they know and trust. Relationships are the silver bullets of general practice and primary care. But not just relationships with patients.



INTRINSIC FEATURES OF GENERAL PRACTICE

Contact

Coverage

Continuity

Coordination

Flexibility

Relationships

Trust
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SLIDE 29The intrinsic strengths of general practice are first contact, continuity, population coverage, coordination, flexibility, long term relationships and trust. These features are not exclusive to general practice but very few public services have them in such large degree. They make general practice the natural hub of local health systems. 



HUB

Contact
Coverage
Continuity
Comprehensive
Coordinated
Flexibility
Relationships
Trust
Leadership

SPOKES + RIMS

Keep Well
Child Health
Elderly
Mental Health
Addictions
Community Care
Secondary Care
Voluntary sector
Local Communities

INVENTING THE WHEEL

INTEGRATED CARE DEPENDS ON MULTIPLE RELATIONSHIPS
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SLIDE 30But hubs go nowhere unless connected via spokes to other services and community resources, each spoke a relationship that needs to be built up and looked after. 



PRACTICE-BASED BUILDING PROGRAMMES

1. A COMPENDIUM OF PATIENT STORIES

2. STRONG LOCAL HEALTH SYSTEMS
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SLIDE 31It follows that realising the exceptional potential of general practice requires competence not only in clinical consultations but also in two practice-based building programmes, based neither on bricks and mortar nor fancy architecture, but on relationships: the first, building a compendium of patient narratives; the second building strong local health systems based on general practice hubs.
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SLIDE 32The independence of individual general practices is an asset, providing huge scope for local initiative, enterprise, ownership and pride, but conversely it is also a prescription for variation, inefficiency, inequity and a weak collective voice. The equitable potential of general practice depends, therefore, on three types of accountability: upwards to funders, providing quality and value for money; downwards to patients and local communities, addressing their needs; and sideways to other practices, ironing out inefficiencies and inequity.



BUILDING PROGRAMMES

1. A COMPENDIUM OF PATIENT STORIES

2. STRONG LOCAL HEALTH SYSTEMS

3. NETWORKS OF LOCAL SYSTEMS
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SLIDE 33So, a third building programme is needed, based on the collegiality and solidarity of practices, and requiring a variety of connecting infrastructure.



POLITICAL AND CENTRAL SUPPPORT NEEDED FOR …..

Resources commensurate with need

Information systems to measure omissions and monitor progress

Educational opportunities to share learning

Research and Evaluation to establish what works

Career opportunities to attract, sustain and retain practitioners
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SLIDE 34resources commensurate with need;information systems to measure omission and monitor progress (e.g. the balance between routine and emergency care, the quality of patient experience, the amount of social capital in local systems); educational opportunities to share experience and learning; research and evaluation to establish what works; career opportunities to attract and retain committed practitioners.
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SLIDE 35The building programmes I have described are needed everywhere, pro rata based on need, but if the NHS is not at its best where it is needed most, inequalities in health will widen. Health care is not a level playing field. It is built on a slope. There are four cogent reasons for beginning at the bottom of the slope.  First, by improving outcomes for individual patients and delivering such care for all patients, population health can be improved and inequalities in health narrowed. Addressing health inequalities is a consequence of such care rather than its starting point. 



FOR EMERGENCY CARE THERE IS NO GATE

ONLY A GATEWAY

(that patients can go through at any time)

PREVENTING AND POSTPONING CRISES
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SLIDE 36Second, for health service managers, stronger care in the community can prevent, postpone or lessen crises requiring emergency A&E attendance or hospital admission.  Patients can pass through the gateway to emergency services at any time, but when they have access to a primary care team they know and trust, when they are confident in their care arrangements, when the complications of their conditions have been prevented, they choose not to. The beauty of this type of gatekeeping is that there is no gate.
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SLIDE 37Third, for an increasing group of Deep End practitioners, from newcomers to old hands, this is what they aspire to do, it is the direction they want their careers to take and it is the collegiate culture they want to be part of. Here is the Scottish Deep End steering group, meeting recently, lots of young GPs, mostly women. They are the future, and the beating heart of the project.



…in the dark age in which we are living 
and the new world order, 

the sharing of pain is one of the essential preconditions 
for a re-finding of dignity and hope.

Much pain is unshareable. 
but the will to share pain is shareable 

and from that inevitably inadequate sharing
comes a resistance.

John Berger
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SLIDE 38But finally, and perhaps most important, it is what publicly-funded doctors can contribute to the healing of society.  The late John Berger wrote a seminal book about general practice called The Fortunate Man but, reviewing the work of the artist Frida Kahlo, he also wrote,  In the dark age in which we are living and the new world order (I don’t need to tell you what that is), the sharing of pain is one of the essential preconditions for a re-finding of dignity and hope. Much pain is unshareable. But the will to share pain is shareable. And from that inevitably inadequate sharing comes a resistance.



“By excluding exclusions, 
keeping everyone on board,

and building three types of relationship, 
inclusive health care can be a civilizing force

in this increasingly dangerous, fragmented and uncertain world.”

The Exceptional and Equitable Potential of General Practice
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SLIDE 39Health care can be part of that resistance. The common purpose of the Deep End Projects is that “By excluding exclusions, keeping everyone on board,and building three types of relationship, inclusive health care can be a civilizing force in this increasingly dangerous, fragmented and uncertain world” Graham WattMD FRCGP FRSE CBEEmeritus ProfessorGeneral Practice and Primary CareUniversity of Glasgow, Scotland, UKgraham.watt@glasgow.ac.uk
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