Implementing the Digital First Agenda in Primary Care to Improve Convenient Access to Advice and Care with the Introduction of Asynchronous Online Consultation
In 2019, NHS England launched the new “Long Term Plan” for delivering NHS services. Launched in the year the NHS celebrated its 70th anniversary, the Long-Term plan set out how the NHS will maintain what is most celebrated about it whilst looking to tackle workload and workforce pressures and ensure newly provided funds are best spent (NHS England, 2020). 
In this plan a policy exists to introduce digital tools to provide new methods for patients to access advice and care in a convenient manner (Leung & Qureshi, 2021; NHS England, 2019). As part of this plan, all patients in England would have the right to access both telephone and online platforms to access consultations provided by their GP Surgery by 2024. GP surgeries across England are at various stages of adopting these platforms. However, for many, this journey will have been accelerated by the COVID 19 pandemic which saw practices needing to provide a total triage system to manage demand in the face of social distancing regulations (NHS England, 2020; Turner, et al., 2021). As reported in Leung & Qureshi (2021), face-to-face consultations rates, in two separate surveys by the Royal College of General Practitioners (RCGP), dropped by 69%. Further, more than 67% of GPs found that remote consultation had increased efficiency. 
Similarly in Wales, the latest GMS contract also includes provision that GP practices offer a digital solution to access services provided by the practice, in addition to a telephony solution (British Medical Association, 2022). In both countries, these are commitments to address issues such as 8am bottle necks, convenience of consulting with a GP and ensuring patients are suitably signposted to alternative services offering care. Both policies do not advocate that all consultations take place digitally, instead that digital methods be another equitable option for accessing GP practice services (British Medical Association, 2022; NHS England, 2020).
Whilst many practices have now met the basic requirements of this policy, a series of service improvements can still be made to improve satisfaction of the policy geared toward improving access and convenience. For example, whilst the RCGP survey conducted during the pandemic only showed that 10% of consultations were completed using digital methods such as SMS or email (Royal College of General Practitioners, 2020).
A specific digital offering is Asynchronous Online Consultation Platforms (AOCPs). This allows patients to access GP practice services at any time and receive a reply from their GP practice without needing to be available on the phone. To represent the implementation of Primary Care Networks in England and Primary Care Clusters in Wales, GP practice will refer to individual practices and Networks/Clusters who collaborate to provide access to GP services. An AOCP usually takes the form of an online questionnaire that is available via the website of a practice. This questionnaire is adapted according to the needs of the patient. For example, patients wishing to request a sick note can do so by choosing the necessary option. These forms will also provide a level of signposting to ensure that patients seek urgent care, if necessary, or suggest that the patient approach a different service to the GP. The patient can make this request both in hours and out of hours with the signposting features ensuring that only non-urgent queries are waiting for action by the GP practice. The patient can then be provided advice via the telephone, SMS, email, direct message via an app or be invited to book a face-to-face appointment. AOCPs have shown that over 70% of patient queries received in this manner can be completed without a face-to-face appointment in as little as a few minutes (Ask my GP, 2021; eConsult Health Limited, 2021). Documents produced by these systems can then be work flowed into existing primary care information systems to be presented to clinicians to action.
To meet the policy goal of using digital technology to improve patient access and convenience, GP practices could choose to integrate these systems into both existing digital infrastructure and clinical practice. This existing digital infrastructure includes the practice website, email system and existing document management systems. The ICT infrastructure available to practitioners will also need to be reviewed to ensure it does not hinder these consultations for example, the need for two monitors, need for a webcam. However, the implementation will have larger implications on non-technical elements present in the practice. In terms of clinical practice, implementing an AOCP would require the structure of clinics to be altered to differentiate and accommodate this new channel of communication, digital means of responding to queries are required to maintain the channel shift, new methods of clinical practice adopted, assurance of clinical safety, increasing digital literacy and general change management in a high-pressured environment.
Method 
To inform a discussion on the implementation and evaluation of an AOCP, a gap analysis and options appraisal was conducted for a hypothetical context. This context will be a GP practice in Wales, post pandemic, that already uses a total triage model which is accessed by an existing telephone system. The practice will have also implemented a limited online solution that allows the patient to request prescriptions online and book an appointment online from a limited pool of appointments in advance. This would represent the minimum a practice would need to do to meet criteria in the latest GP contract in England and Wales. However, this could be further improved to address issues such as the 8am bottleneck, patient convenience and workforce issues. Thus, satisfying the goals of the policy described. 
For the gap analysis a template, that is accessible on the Forbes Advisor website at https://www.forbes.com/advisor/business/gap-analysis-template/, was used. This template outlines four steps to assist in identifying potential actions to attain a desired goal. These steps are:
· Identify the current situation
· Set S.M.A.R.T goals of where you want to end up
· Analyse gaps between where you are & where you want to be
· Establish a plan to close existing gaps (Leonard, 2022)
To inform “Identify the current situation” a PESTLE analysis was conducted. This type of analysis helps to identify external factors that affect how an organisation is influenced. This tool considers:
· Political factors
· Economic factors
· Sociological factors
· Technological factors
· Legal factors
· Environmental factors (Chartered Institute of Personnel and Development, 2021)
For the options appraisal, the potential actions were evaluated to conclude whether a solution should be procured, developed internally, or choose not to implement the solution. To decide this a SWOT analysis was conducted for each option. This is because this type of analysis is both straightforward and can help to identify key factors that would be involved in any project or organisation. This tool can also be used to help understand the current reality an organisation exists in and provide evidence for decision making processes (Chartered Institute of Personnel and Development, 2021).
Both the gap and options appraisals were conducted by the author and not part of a larger group. This is not best practice, and it is advisable these analyses are conducted as a larger consultation with stakeholders to ensure a full opinion can be rendered. As such the analyses will lack critical information such as qualitative data and operational reality from those working in the context being explored.
To inform these appraisals the literature was reviewed to identify issues identified in examples where AOCP have been implemented. This was also supplemented from the author’s previous experience. These issues were then converted into solutions, based on suggestions from the literature and the authors experience, and categorised into functional, non-functional, data collection and analysis, knowledge management and technical standards. This would inform on the requirements of any tool to be acquired or developed and the strategy to implement and evaluate the impact of the tool.
The author was previously a Project Manager in the implementation of an AOCP to a large GP practice in Devon. This implementation was part of a digital accelerator project being run by Devon Sustainability and Transformation Partnership (STP) and the learning from this project was used to inform the GP response to the COVID-19 pandemic (NHS England, 2020). This platform was implemented as part of a shift in how appointment demand was being managed from a traditional call and book model to a total triage model. Further, there exists academic literature about asynchronous consultation and the experiences of GP practices that have implemented a platform. The literature analysis searched for several key terms that are often related with asynchronous online consultation. The methodology and results of this search are shown below.
Table 1 - Results of literature search using UWTSD library search
	Search terms restricted to work published from 01/01/2013
	Total items returned
	Total items accepted
	References

	“Electronic consultation system” + “primary care”
	23
	2
	(Leung & Qureshi, 2021)
(Banks, et al., 2018)

	“Digital triage” + “primary care”
	14
	1
	(Eldh, et al., 2020)

	“Primary care triage” + “digital”
	13
	1
	(Gottliebsen & Petersson, 2020)

	“Online consultation primary care”
	36
	5
	(Edwards, et al., 2017)
(Nijhof, et al., 2021)
(Turner, et al., 2021)
(Farr, et al., 2018)
(Casey & Shaw, 2017)



Articles were excluded if they did not meet one or more of the following criteria:
· The context is a primary care setting i.e., GP practice
· The platform is used by patients to contact a primary care setting
· The article discusses the implementation of an online asynchronous consultation platform, or the experience of practice staff post implementation of an online asynchronous consultation platform
· The article does not refer to the electronic referral of cases between primary and secondary care practitioners known as e-Consultation
Results
Issues Identified with AOCPs
Table 2 shows issues that were identified from the review of articles identified in the original literature searches alongside suggestions from the author. These issues have been identified prior to, during and after the implementation of an AOCP in a primary care setting. Common themes have been summarised and the sources describing the issue referenced.
Table 2 - Issues identified from the literature and author experience with AOCPs that have been implemented in a primary care setting
	Issue Identified with tools explored in literature
	Source

	Integration with existing Electronic Health Record (EHR) system:
a) Document arrives by email, so must be uploaded manually
b) Identity verification is completed manually
c) Document is not written into the EHR which is then duplicated by staff member to ensure coding is completed and consultation documented
	(Banks, et al., 2018; Casey & Shaw, 2017; Edwards, et al., 2017; Eldh, et al., 2020; Farr, et al., 2018; Gottliebsen & Petersson, 2020; Turner, et al., 2021)

	Loss of tacit communication and simultaneous communication
	(Banks, et al., 2018; Edwards, et al., 2017; Farr, et al., 2018; Turner, et al., 2021)

	Patient clarity of expression when completing an online consultation
	(Banks, et al., 2018; Farr, et al., 2018; Leung & Qureshi, 2021; Nijhof, et al., 2021)

	Online access lowers the threshold a patient would adhere to prior to engaging with GP surgery. Therefore, the tool creates more contacts.
	(Banks, et al., 2018; Casey & Shaw, 2017)

	Gaming of the system to get a face-to-face appointment sooner than a telephone call i.e., impact on Johari’s window logic that a clinician will now know an issue and will have to resolve compared to information provided by administrator after a telephone contact
	(Banks, et al., 2018; Edwards, et al., 2017)

	Value provided is primarily for the patient and not the surgery
	(Banks, et al., 2018; Edwards, et al., 2017; Gottliebsen & Petersson, 2020)

	Loss of holistic nature of a patient consultation
	(Casey & Shaw, 2017; Edwards, et al., 2017; Turner, et al., 2021)

	Cost of the platform and calculating the economics
	(Casey & Shaw, 2017; Edwards, et al., 2017; Farr, et al., 2018)

	Digital literacy of staff and patients
	(Eldh, et al., 2020; Gottliebsen & Petersson, 2020; Turner, et al., 2021)

	Variation of support internally to a surgery
	(Eldh, et al., 2020; Gottliebsen & Petersson, 2020)

	Lack of standard replies in communication tools
	(Eldh, et al., 2020)

	Patients misinterpret or form false expectations
	(Gottliebsen & Petersson, 2020;Leung & Qureshi, 2021)

	Low numbers of online consultation at point of implementation
	(Edwards, et al., 2017; Gottliebsen & Petersson, 2020)

	Risk aversion of tools i.e., low threshold for flagging potential issues
	(Gottliebsen & Petersson, 2020; Turner, et al., 2021)

	Managing high frequency users
	(Leung & Qureshi, 2021)

	Security & governance concerns
	(Leung & Qureshi, 2021)

	Staff isolation
	(Turner, et al., 2021)

	Duplication of work
	(Edwards, et al., 2017; Farr, et al., 2018)


Technical Gap Analysis
Table 3 details requirements identified from the literature review, suggested solution to issues identified and the authors own experience. These requirements are likely not present in the GP practice or would need to be refined. This serves as a technical gap analysis both technical components to be developed and quality criteria the tool and service improvement will need to meet. Further, the requirements that would fulfil a minimum viable product specification has been highlighted in green. This would allow the GP practice to implement a solution like that described in the literature used in the review.
Table 3 – Requirements identified to support goals identified in the gap analysis from hypothetical context to full implementation of a solution and successful long-term implementation. Green highlights a minimum viable product that would allow the context to achieve the policy but would not be sustainable long term (as identified by the author)
	Requirement Identified
	Type
	Source

	Accessible on the internet via all device types supporting a browser
	Functional
	Author

	Practice website to embed access to the tool
	Functional
	Author

	Flagging of clinical concerns within the context provided i.e., is submission out of hours
	Functional
	Author

	Signposting to alternative care pathways
	Functional
	Author

	Continual access
	Functional
	Author

	Integration with existing clinical system to allow delivery of documents
	Functional
	Author; Banks, et al., 2018; Casey & Shaw, 2017; Edwards, et al., 2017; Eldh, et al., 2020; Leung & Qureshi, 2021; Turner, et al., 2021

	Integration with existing clinical system:
a) Delivery of documents
b) Identification verification
c) Recording and coding into the medical record
d) Workflow protocols sort requests within clinical system
e) Automatic coding to allow future BI analysis
f) 2-way digital communication from clinical system
	Functional
	Author; Banks, et al., 2018; Casey & Shaw, 2017; Edwards, et al., 2017; Eldh, et al., 2020; Leung & Qureshi, 2021; Turner, et al., 2021

	Two monitors to allow simultaneous viewing of record and digital consultation
	Functional
	Author

	System usability > 60
	Functional
	Author

	Full document availability across all surgery sites (Some EHR systems throttle document upload into the system to ensure availability. A workaround is to provide online availability with a secure URL implanted into the EHR)
	Functional
	Author

	Reconfigured clinics and EHR GUI to add navigation and workflow
	Functional
	Author

	Generic template that does not require patient to identify the condition from a list
	Functional
	Casey & Shaw, 2017


	Accessibility tooling i.e., high contrast, translation, pictographs
	Functional
	Author

	Workforce evaluation, recruitment, and redeployment
	Non-Functional
	Author

	Built environment evaluation i.e., reconfigure for digital hubs to reduce staff isolation
	Non-Functional
	Author, Casey & Shaw, 2017

	Change capacity
a) Superusers
b) Staff training resource and time
c) Flexibility & adaptable management and staff
d) Change staffing
	Non-Functional
	Casey & Shaw, 2017;, Eldh, et al., 2020; Farr, et al., 2018; Gottliebsen & Petersson, 2020

	Funding incentive/support
	Non-Functional
	Author; Edwards, et al., 2017

	Triage staffing to reduce duplication and improve efficiency – This is enjoyed by some staff and not others but allows second line workers to “just do”
	Non-Functional
	Author, Farr, et al., 2018

	Maintenance and incorporation of non-digital route to access services in a way that ensures equity of access
	Non-Functional
	Author, Banks, et al., 2018

	Advertising – Aligning patient expectations with reality (“another route, not the fastest route”), promoting use of the tool with gaming the system, promotion of signposting opportunities
	Non-Functional
	Author, Edwards, et al., 2017;, Gottliebsen & Petersson, 2020

	Patient engagement – Improving patient expression in online consults and supporting digital access and literacy
	Non-Functional
	Author

	Clinical governance
a) Surgery level agreement of risks and mitigations
b) Understanding of indemnity cover and gaps closed
	Non-functional
	Author, Banks, et al., 2018; Gottliebsen & Petersson, 2020; Leung & Qureshi, 2021

	Triage workflows
	Non-functional
	Author, Turner, et al., 2021

	Storage and access to anonymised metrics pertaining to tool usage:
a) Date/Time of consultation
b) Device used
c) Questionnaire used
d) Was flag presented? If so, what was the question and the signpost?
e) Signposting accessed
f) Incomplete attempts. Where did the attempt end?
g) Age (Categorised)
h) Gender
i) Survey data of experience of the tool
	Data collection and analysis
	Author

	Metrics provided as a dashboard and exportable as comma-separated values
	Data collection and analysis
	Author

	Metrics from the EHR:
a) Consultation type (incl. admin resolution)
b) Outcome of consultation (incl. admin resolution)
c) Data/Time of consultation (calculate time from online completion and resolution)
d) Staff type
e) Acute resolution or part of care for chronic condition
f) Time since last request
g) Time record is opened for (representation of staff time committed)
	Data collection and analysis
	Author

	Business intelligence capability for analysis:
a) Tooling
b) Workforce
	Data collection and analysis
	Author

	Staff training
	Knowledge Management
	Author, Eldh, et al., 2020; Farr, et al., 2018

	Collaboration opportunities across all staff groups to inform workflows and triaging i.e., case review
	Knowledge Management
	Author

	Training portal of best practice
	Knowledge Management
	Author

	On NHS England approved suppliers list or complies with the framework whilst awaiting approval
	Technical standards
	Author

	Documentation communicated via CDA message (or equivalent) over the HSCN
	Technical standards
	Author

	Clinical data not stored by the service provider or able to show security and compliance with national frameworks
	Technical standards
	Author

	Holds a valid Cyber essentials Plus and NHS Digital Cybersecurity toolkit certification or can show an equivalent level of security 
	Technical standards
	Author

	Coding of observations and events to meet SNOMED or equivalent clinical terms library
	Technical standards
	Author

	Questionnaire wording should meet NHS Digital guidelines for ensuring accessibility for all literacy levels
	Technical standards
	Author



Strategic Gap Analysis
This gap analysis looks beyond the technical build and considers the context and strategy for implementing an AOCP.
Identify the current situation
The external factors that would impact a GP practice are described in table 4. This helps to identify external influences and therefore risks to the GP practice if it chooses to achieve the goal of implementing an AOCP (Chartered Institute of Personnel and Development, 2021).
Table 4 - PESTLE analysis of external influences impacting a GP Practice in Wales
	Factor
	Influencers

	Political
	· Policy is to improve access to GP services and reduce the amount of time waiting for a solution to health concerns
· Partnership level politics and attitude towards change

	Economic
	· Cost of living increases increase business costs
· Funding is based on total patients registered, providing services can increase or decrease this number and therefore overall funding

	Sociological
	· COVID-19 pandemic has created delays to care provision resulting chronic conditions worsening and need more complex care
· Greater understanding and expectation to remotely access services because of the pandemic
· Frustration with delays in care increases abuse experienced by staff
· Increases in cost-of-living impact public health
· The population is getting older with the need to deliver more chronic care management alongside the quick resolution of acute needs
· 16% increase in workload but reduction in GP workforce (SOURCE)
· Staff and patient attitude towards change

	Technological
	· Increasing number of patients with mobile devices and internet connectivity
· Increasing number of other services delivering products through applications i.e., banking
· Increasing appetite of variety of services being provided in healthcare i.e., viewing HER, requesting fit notes, etc.
· Variety of online tools have been introduced but not necessarily capitalised on

	Legal
	· Contractually there is a need to provide online services
· Need to deliver enhanced services which conflicts with capacity for routine appointments
· GDPR
· Pandemic restrictions

	Environmental
	· Population is becoming more conscious of both the economic and environmental cost of driving
· Pandemic social distancing requirements affect effective use of the built environment



Set S.M.A.R.T goals of where you want to end up
Indicative SMART goals are outlined in table 5. These would vary according to the strength of the influences discussed in the PESTLE analysis which will be unique to the GP practice. 
Table 5 - Potential SMART targets a GP practice may identify to improve when considering implementing an AOCP
	Specific Target
	Measure
	Achievable/Realistic
	Timescale

	Increase the level of detail collected relating to administrative work that could be actioned by a GP without a phone call or Face-to-face appointment i.e., fit notes, prescription queries 
	Number of administrative tasks completed without further interaction from a GP
	Structured forms would ensure all data is collected to aid GP completion or signposting by administration team
	Within 6 weeks

	Decrease the number of consultations with GPs that could be signposted to another member of the multi-disciplinary team or external service i.e., pharmacy
	Reduction in interactions per session per GP
Increase in choice to access an external service without subsequent practice interaction
GP feedback
	There are multiple initiatives that support multi-disciplinary teams in providing primary care as well as local contracts with pharmacies to provide minor ailment support
	12-18 months

	Reduce time between an onset or change in condition and initial advice from a clinician
	Patient feedback

	Improving the level of clinical detail collected would allow for initial advice to manage symptoms whilst an appointment is sourced
	Within 6 months

	Maintain the number of face-to-face appointments to below 35% of all consultations
	Consultation type
	Evidence from AOCPs showed pre-pandemic face-to-face consultations can be reduced to less than 35%
	Within 6 months



Analyse gaps between where you are & where you want to be
Next the specific targets were reviewed to identify gaps between where a GP practice may find itself and where it may wish to be. This would allow it to improve services to meet the policy of providing digital services to improve access and manage some of the external influencers.
Table 6 - Indicative analysis between specific targets identified and some of the gaps that maybe present
	Specific Target
	Gaps

	Increase the level of detail collected relating to administrative work that could be actioned by a GP without a phone call or Face-to-face appointment i.e., fit notes, prescription queries 
	· Functionality to collect this detail in a structured manner and deliver into the EHR to be work flowed and completed
· Slot capacity within EHR appointment management to queue and capture the workload
· Workflow protocol to inform actions to be taken by administrative team 

	Decrease the number of consultations with GPs that could be signposted to another member of the multi-disciplinary team or external service i.e., pharmacy
	· Improved anamnesis from patient to assure risk appetite that work doesn’t have to be managed by GP
· Multi-disciplinary workforce that is competent to independently consult and prescribe medication
· Clinical governance to inform on suitable work for this team and external services
· Knowledge of local services and the service offerings
· Patient expectations of wanting a GP

	Reduce time between an onset or change in condition and initial advice from a clinician
	· Tooling to support patients in accessing online symptom checkers, common advice for minor ailments or signpost self to an external service
· Improved anamnesis from patient to allow for avoidance of face-to-face consultation or provision of advice via digital communication methods 

	Maintain the number of face-to-face appointments to below 35% of all consultations
	· This has already been achieved with telephone-based triage because of COVID19 restrictions
· This can be supported long term because improved anamnesis will assure which patients need to attend the practice and which can be directed remotely



Establish a plan to close existing gaps
Table 7 shows an indicated plan for each of the identified targets. For all targets an option appraisal would need to be completed to inform whether this plan is pursued. This process may also cause this plan to be adjusted based on the discussion held around the option appraisal.
Table 7 - Possible actions that would allow for the achievement of the targets and would meet the policy aim of using digital tools to increase access to GP services
	Specific Target
	Plan

	Increase the level of detail collected relating to administrative work that could be actioned by a GP without a phone call or Face-to-face appointment i.e., fit notes, prescription queries 
	· Research and procure/build a digital tool that allows for the collection of required data and delivers this to the surgery
· Review administrative work being received and evaluate the efficiency of the current work flows 

	Decrease the number of consultations with GPs that could be signposted to another member of the multi-disciplinary team or external service i.e., pharmacy
	· Research and procure/build a digital tool that allows for the collection of required data and delivers this to the surgery
· Engage with patient participation group (or equivalent) to determine willingness to engage with alternative clinicians and the enabler/barriers to promoting this

	Reduce time between an onset or change in condition and initial advice from a clinician
	· Research and procure/build a digital tool that allows for the collection of required data and delivers this to the surgery
· Research and procure/build a digital tool that enables digital methods of communication such as SMS, email and instant message to an app

	Maintain the number of face-to-face appointments to below 35% of all consultations
	· Research and procure/build a digital tool that allows for the collection of required data and delivers this to the surgery



Options Appraisal
Three possibilities have been identified to utilise an AOCP in a GP practice to achieve the goals identified and meet the policy aims. These options include procuring an existing AOCP, building an AOCP, and choosing not to proceed down the route of implementing an AOCP. The latter is an important option given the issues identified in the literature and that there are other digital means for improving access to GP services using digital tools.
The below tables are SWOT analyses of each of the options. 
Table 8 - SWOT analysis of procuring an AOCP
	Strengths
	Weaknesses

	· Tools can be deployed very quickly with little resource from the practice
· Approved NHS AOCPs have shown adherence to clinical governance and security principles
· There is no requirement to recruit a development team and release time to inform design
· Emerging knowledge base on best practice for existing tools that can be utilised
· Evidence shows positive benefits for patients and their perception of access to GP services
· 24/7 access could be utilised to reduce the 8am bottleneck, especially on a Monday
	· Possible to suffer vendor lock-in and have little ability to inform or demand the development of the tool
· Without support, procurement is a cost to the practice with potentially little to no return on investment
· Limited evidence for significant gains on GP time

	Opportunities
	Threats

	· AOCP allows for the creation of an informed triage hub that could be staffed by members of a multi-disciplinary team or part time/remote GPs
· Improved anamnesis could encourage the employment of a cheaper multi-disciplinary team and reduce pressure on needing more GPs
· Tool attempts to signpost patients and this could reduce avoidable consultations over time
· Possible to reconfigure the entire access pathway for routine appointments to better suit the needs of acute and chronic patients i.e., workflow based on long term conditions that prioritises contact with own GP rather than quick solution with next available contact
	· Staff can become isolated with reduce face-to-face contacts without reconfiguration of built environment
· Staff willingness to adopt this way of working i.e. Some GPs are drawn to the profession because of the contact with people
· Conflict with patient expectations and belief they must see a GP
· Access via an AOCP creates inequity in access because of “gaming” the system or poor workflow management
· Ability to integrate with existing EHR and likelihood of future developments of this integration


Table 9 - SWOT analysis of building the digital solution
	Strengths
	Weaknesses

	· AOCP can be created to meet the exact demands and needs of the GP practice
· Opportunity for patients to inform on AOCP design
· Tool can better reflect the context of the GP practice rather than applying a one size fits all
	· Requires GP time to be released to develop the tool
· More expensive that procuring as it requires recruiting a development team and releasing time to inform on the design
· Need to engage with indemnity organisations, NHS governance bodies and related authorities to assure the design is safe for use

	Opportunities
	Threats

	· Allows for the development of components that are lacking in products on the marker i.e., an automated workflow
· Raises the profile of the GP practice if implementation is successful
· Investment in a development resource could allow for the generation of more applications beneficial to the practice
· AOCP allows for the creation of an informed triage hub that could be staffed by members of a multi-disciplinary team or part time/remote GPs
· Improved anamnesis could encourage the employment of a cheaper multi-disciplinary team and reduce pressure on needing more GPs
· Tool attempts to signpost patients and this could reduce avoidable consultations over time
· Possible to reconfigure the entire access pathway for routine appointments to better suit the needs of acute and chronic patients i.e., workflow based on long term conditions that prioritises contact with own GP rather than quick solution with next available contact
	· Immature software development processes and ability to manage a developer
· Ability to meet clinical governance standards
· Development may fail and not produce a viable product
· Staff can become isolated with reduce face-to-face contacts without reconfiguration of built environment
· Staff willingness to adopt this way of working i.e. Some GPs are drawn to the profession because of the contact with people
· Conflict with patient expectations and belief they must see a GP
· Access via an AOCP creates inequity in access because of “gaming” the system or poor workflow management
· Ability to integrate with existing EHR and likelihood of future developments of this integration


Table 10 - SWOT analysis of doing nothing
	Strengths
	Weaknesses

	· Zero cost to the practice
· No disruption to existing workflows or the workforce
· Adheres to the GP contract
· If a chance capacity does exist, this can be redirected to changes that are smaller in scope
	· Does not resolve the issues of access being targeted by the policy and GP contract such as the 8am bottleneck
· Misses out on extra funding that is available for running such a project or results in missing quality targets detailed in the GP contract

	Opportunities
	Threats

	· Redirect resource to look at optimising the online booking solution to offer more appointments
· Invest in clinical education for administration staff to better signpost patients to alternative services
· Bring in smaller changes which capitalise on the benefits seen with AOCPs i.e., Invest in improving the practice website to allow for collection of information to improve administration workflow
	· If the solution becomes active policy to provide, then the practice can find itself playing catch up compared to other practices
· Sudden changes to influences that increase patient demand i.e., Ukrainian refugee intake creates more patients and contractual demand to assess these patients



Discussion
Ultimately, the decision would rest with the GP practice partnership to agree which option best fits with their needs. This will be unique to the GP practice because:
a) These analyses were completed by an individual and lack a real context and variety of opinions from stakeholders
b) The context each GP practice exists in will vary the relative strength of the influences identified in the strategic gap analysis
However, guidance does exist that provides an industry view on whether a GP practice would choose to build or procure an app. In the ITIL4: Create, Deliver and Support manual there is guidance that describes how an organisation would make a ‘Build vs Buy’ consideration (Axelos Ltd, 2020). Based on this guidance, a GP practice would likely choose to procure an AOCP because:
a) There is little resource within the practice to develop the AOCP
b) The skills and competency to build and maintain an AOCP do not exist and time would be needed to recruit and mature this resource
c) Whilst the AOCP will play an important role within the GP practice, it is not core to the function or strategy of the practice
d) The access model prior to or after implementation does not regularly undergo significant changes 
Another consideration for a GP practice would be the purpose of the AOCP and ensuring that the expectations of this tool are considered based on the issues identified. A common recurring theme of literature on asynchronous online consultation is the finding that it does not necessarily result in a net gain in time. This conflicts with claims asserted by a RCGP survey and two major service providers (Ask my GP, 2021; eConsult Health Limited, 2021; Leung & Qureshi, 2021). However, many of the contexts explored had only recently implemented the system to a limited extent. Therefore, the applicability of these findings is not known for implementations that have been iterated on as part of a longer-term development. Instead, it is asserted that it would be prudent to reframe the expectation of the tool that it will improve how time is spent consulting with patients to improve their perception of access to GP services. This is because several studies have pointed out that the platform benefitted the patients more than it benefited the practice (Banks, et al., 2018; Edwards, et al., 2017; Gottliebsen & Petersson, 2020). Further, this does not disagree with the policy’s intention to improve access to a practice but is not necessarily conducive with policy in managing GP workload.
Procurement
The first step in the procurement process will be to agree the gap analysis, options analysis, and requirements with a variety of stakeholders. Within the context of a GP practice the stakeholders will require active engagement with patients currently registered with the practice as well as other groups. This will ensure that any assumptions being made can be validated and ensure the final requirements list can be used to form a quality criterion in the procurement process. It is unlikely that a market available tool will meet all the quality criterion so a further exercise to rationalise these requirements will be undertaken. This will rely on cooperation and negotiation amongst the stakeholders with an interest in the change being discussed (Axelos Ltd, 2020). This analysis will categorise the requirements as Must, Should, Could and Won’t and is referred to as a MoSCoW analysis. Requirements critical to the success of the change will be described as Must, important but not necessary as Should, desirable as Could and anything else as Won’t (Axelos Ltd, 2020).
Once this has been agreed upon by the relevant stakeholders the next step would be to proceed with a procurement phase. Initially this would involve researching and engaging with suppliers know to be in the market of AOCPs. Many of the studies in the literature review highlighted that GP practices were directly supported to engage with a supplier which had been procured on their behalf. If this were the case the GP practice would still analyse whether the tool being supplied meets the quality criterion that has been agreed. This would inform whether the GP practice chooses to refine its criterion and/or proceed with the funded supplier, procure its own supplier at cost, or choose to do nothing.
Should a GP practice choose to procure its own tool from a supplier then it must use a procurement framework. For primary care in NHS England the route to the online consultation and video market has been consolidated into a single framework available in the Digital Care Services (DCS) catalogue (NHS England, n.d.). In Wales, this procurement service is provided by NHS Wales Strategic Services Partnership who would support a route to the market (NHS Wales, 2020). Once an appropriate framework has been identified, this will guide any further procurement exercises to be completed.
Implementation
Once an AOCP has been procured, the GP practice will engage with the supplier to plan the implementation of the tool. Good practice as described by ITIL4: Create, Deliver and Support is to progress iteratively with this implementation and follow the guiding principles that are described (Axelos Ltd, 2020). In the case of AOCPs this would be the implementation of the tool but only advertising the administrative questionnaire templates. This would then fuel iterative PDSA cycles to improve the workflow for this work to meet the goals of the practice. This would inform on the integration with the EHR as well as train staff in handling and using online consultations.
The GP practice would then be able to start making larger and more significant changes to how it integrates the AOCP into it standard operating model. Further, the GP practice can also start evaluating and change its standard operating model to adopt new ways of working enabled by AOCP. An example would be creating a triage step that ensures work is effectively assigned to members of the multi-disciplinary team, if one exists, and resolves queries that could be signposted to alternative services. An example of this is an eHub as described by (Dyer-Smith & Badial, 2019).
Evaluation
Prior to the implementation of the tool and associated changes, the GP practice would first create a baseline of key performance indicators related to the goals it wishes to achieve. These will have been identified in the SMART targets in the strategic gap analysis. This will form the basis from which goals and quality criterion will be assessed to inform how the implementation is developed and, especially where procurement is reliant on licencing periods, if there is continued investment in the AOCP.
Evaluation of the AOCP and associated changes would occur as part of the PDSA cycles and at fixed timeframes. Depending on how well integrated the AOCP is and the maturity of coding within the EHR, much of this data would be retrievable from the clinical records. However, this is reliant on a mature business intelligence resource being available to analyse this data. Because the policy aim is to improve both access to GP services and convenience, survey data would need to be garnered from the patient population. This would need to assess both the general perception of access and convenience offered by the GP practice and that provided because of the AOCP. This would help to determine whether the tool has impacted this change or if this has occurred due to other factors. For example, did the tool allow for patients to submit online consultations over the weekend and therefore reduce the number of people queued on the phone at 8am on Monday.
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