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This 1-year follow-up evaluation was commissioned by NHS England and NHS Improvement (NHSEI) 

to assess the impact of delivering multiple interventions at three different levels (individual, practice 

and system) across seven GP Retention Intensive Support Sites (GPRISS).  

1. Executive summary 
Retention of General Practitioners (GPs) is one of the significant challenges facing England’s primary 

care workforce. In December 2019, the Government announced an ambitious new target to ensure a 

growth of 6,000 additional GPs in the workforce, building on an earlier commitment to ensure 5,000 

additional doctors in the workforce by 2020. Over recent years, NHSEI has supported various local 

and national initiatives focussed on supporting recruitment and retention. One such initiative was 

the GP Retention Intensive Support Site (GPRISS) programme, which provided funding to seven 

geographical areas facing particular retention difficulties so that they could develop and test the 

impact of combining interventions at three different levels; individual-, practice- and system-level to 

maximise the effect on GP retention.  

An initial mixed methods evaluation, combining quantitative and qualitative data collection was 

conducted alongside the GPRISS programme between November 2018 and April 2019. The resultant 

evaluation report was published in May 2019; with its findings informing a national GP retention 

toolkit1. The evaluation team from NECS Research and Evidence and NEL Healthcare Consulting were 

further commissioned to conduct a one-year follow-up evaluation.  

In this follow-up, quantitative and qualitative data were collected using an online survey (128 

respondents), interviews and focus groups with GPs and primary care staff (23 participants), and an 

interactive workshop with GPRISS programme leads (11 participants). The survey, interviews and 

focus groups sought feedback from recipients of the interventions in order to determine the 

longer-term effectiveness of the programme’s multi-component approach, as well as identify local 

barriers and enablers of the retention interventions. The workshop was used as a forum for 

intensive support site representatives to reflect upon their experiences delivering the interventions, 

comment on the recommendations from the initial evaluation report, and discuss the impact of 

Primary Care Networks (PCNs) and training hubs on future retention initiatives.  

Broadly, the evaluation demonstrated a positive impact of the GPRISS programme and its associated 

interventions on GPs, practices and local systems. The quantitative data from the online survey 

showed that 63% of GPs felt the programme had a positive impact on their job satisfaction. 

Moreover, the interventions alleviated feelings of isolation, limited professional development and, in 

some cases, excessive workloads. Survey respondents rated the following interventions highly; peer 

support networks, coaching and mentoring, interventions improving capacity and workload, and 

interventions which facilitated career development and portfolio roles. Analysis of workforce data 

(from NHS Digital’s General and Personal data series), between September 2018 and 2019, 

demonstrated that GPRISS sites had better changes in overall GP FTEs compared to the rest of the 

country. This trend was observed across all categories of GPs: i.e. partners, registrars, salaried GPs, 

retainers and locums. Though it must be noted that the increase in trainees could be attributable to 

the expansion of training places.  

                                                           
1 https://www.england.nhs.uk/publication/making-general-practice-a-great-place-to-work-a-practical-toolkit-
to-improve-the-retention-of-gps/ 

https://digital.nhs.uk/data-and-information/publications/statistical/general-and-personal-medical-services
https://www.england.nhs.uk/publication/making-general-practice-a-great-place-to-work-a-practical-toolkit-to-improve-the-retention-of-gps/
https://www.england.nhs.uk/publication/making-general-practice-a-great-place-to-work-a-practical-toolkit-to-improve-the-retention-of-gps/
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In the interviews and focus groups, participants reported positive personal outcomes such as 

improved confidence and resilience among themselves and other GPs. Importantly, there was a 

greater sense of connection with their local primary care community. Unexpected benefits included 

innovations to patient care and practice ways of working. Participants highlighted some negative 

outcomes; namely, the loss of some GPs from the profession after receiving reflective interventions 

(such as coaching or mentoring) where alternative roles were considered (e.g. locum or out of hours 

work, some left general practice), the burden on practice staff to support GPRISS interventions, 

concerns regarding levels of engagement, and reduced access to practices due to new ways of 

working.  

A series of recommendations have been produced which are likely to be of interest to NHSEI, 

STP/ICS leaders, local commissioners and other stakeholders responsible for designing and 

developing retention programmes in the future.  
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2. Key Findings 
This evaluation has provided the opportunity to reconnect with the intensive support sites and 

address the limitations of the initial evaluation. Firstly, the timing of this follow-up has allowed 

interventions to be fully-implemented or embedded into local systems. This allowed evaluators to 

explore actual benefits and outcomes, rather than anticipated benefits. Secondly, the qualitative 

component of this follow-up specifically focused on capturing the experiences and opinions of GPs, 

as opposed to gaining perceptions of benefit from project teams (in the initial evaluation). Finally, 

the workshop facilitated discussions between GPRISS stakeholders, NHSEI leads and evaluators 

about new structures in primary care, yielding practical recommendations on the strategic alignment 

of funding, guidance on training hubs and suggestions for measuring GP retention going forward.  

Analysis of the online survey, completed by 128 participants provided strong evidence of durability 

of the interventions effects (see section 5). For example, 63.1% of GPs who responded agreed that 

the combined impact of GPRISS interventions will improve their job satisfaction, compared to only 

17.9 % of GPs who disagreed. This was similar to the results from the previous year. The highest 

rated types of interventions were peer support networks (average score of 8.7 out of 10), coaching 

and mentoring (8.5 out of 10), and interventions which aimed to improve capacity and workload (8.3 

out of 10), and those that facilitated career development and portfolio roles (8.3 out of 10). 

Feedback on job stressors revealed that the interventions yielded large improvements in feelings of 

isolation and limited professional development (average improvements of 29.1 out of 100 and 26.4 

out of 100, respectively) and moderate improvements in workloads (average improvement of 16.4 

out of 100). This portrays a consistent message of where the benefits are yielded. In relation to 

workforce numbers, data clearly demonstrated that GPRISS sites had a 6.1% increase in GP FTEs 

(excluding locums) compared to a 4.1% increase in the rest of the country. Interestingly, when 

considering locum FTEs, GPRISS sites had smaller increases in locum FTEs compared to the rest of 

England (63.0% vs. 90.8%). This suggests a lower reliance on locums to fulfil service requirements.  

The sites had an 18% increase in Retainers FTEs, compared with a 59.4% increase in the rest of 

England. This highlights that GPs at GPRISS sites were 3.3 times less likely to enter the national GP 

retention scheme than the rest of the country. This could be due to them opting for local schemes 

instead.   

Across the five main themes generated from the qualitative data (see section 6), there were a 

number of findings which built upon the evidence from the initial evaluation. The themes 

demonstrated that both individual GPs and intensive support site representatives perceived that 

GPRISS had been a positive. With interviewees highlighting a change in atmosphere and attitude 

within primary care in their localities. Importantly, interviewees expressed that the GPRISS 

programme demonstrated that individuals and organisations within regional and national systems 

were recognising the challenges facing primary care.  

Another of the qualitative themes documented the barriers to accessing interventions, namely time, 

engagement, communication and the stigma of help-seeking. The previous evaluation report 

documented some of the aforementioned barriers; however, this follow-up further describes these 

challenges from a GP perspective. GPs who were interviewed during this follow-up evaluation 

highlighted the stigma of help-seeking behaviour. Moreover, there was a perceived lack of 

engagement with the GPRISS scheme due to multiple intervention offers, limited head space and 
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personal preference. Finally, participants highlighted that a lack of communication and publicity 

about the GPRISS programme created a barrier to accessing the interventions.  

The qualitative data provided evidence on the positive impacts of GPRISS. Some benefits included 

feeling less isolated, having an outlet for professional development, increased confidence and better 

job satisfaction. Importantly, receiving interventions was the reason that some GPs remained in the 

profession. While the previous evaluation highlighted that the GPRISS programme brought together 

individuals from key organisations, this follow-up highlighted that the interventions brought 

together GP colleagues and the primary care community. Previously undocumented negative 

consequences associated with the interventions, included GPs leaving the profession, strain on 

practice staff, and reduced access to practices for community staff. 

From the lessons learned, and resultant recommendations, (see section 7), there is a need to 

balance GP retention in important ways in terms of: 

1. Setting up and running retention initiatives 

Address the unmet needs:  Although interventions alleviated personal stressors (e.g. isolation 

and limited career development) as well as stressors associated with capacity and workload, 

there appeared to be an unmet need for additional resources within practices and a need to 

manage patient expectations and minimise complaints. Unresolved issues for GPs at different 

career stages, such as practice income, withdrawal of seniority payments and the mandatory 

nature of fellowships, also need to be addressed. 

Strengthen communication channels: Communication was identified as both a barrier and 

enabler. This demonstrates the significance of effective engagement of GPs in an inclusive 

manner throughout a retention initiative. An example of effective engagement involved the use 

of multiple communication channels by dedicated individuals who provided a central interface. 

Communications should not only involve highlighting opportunities but should also involve 

disseminating evidence of the benefits yielded; especially in relation to system-level 

interventions (integration, primary care at scale, NHS standard contract provisions) which 

individual GPs or practices may not have direct exposure to.  

Break down the barriers: System leads who deliver retention programmes will need to break 

down barriers to successfully engage GPs and create sustainable retention initiatives. The 

qualitative evidence has demonstrated that GPs require protected time away from clinical 

practice access support and professional development opportunities. Furthermore, 

consideration should be given to breaking down the stigma associated with seeking support. 

Recurrent funding is critically important for sustainability. It enables consistent or longer-term 

provision of interventions, alongside continuity of staff to deliver them.  

2. Prioritising impactful interventions 

Focus on the quick wins: Both quantitative and qualitative components of this evaluation 

demonstrated that individual-level support such as peer support networks, as well as coaching 

and mentoring, quickly produced the biggest impact. In addition to building resilience and 

reducing feelings of isolation in individuals, the support systems foster stronger relationships 

and communication between GPs, benefitting the primary care community. 
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3. Considering the wider system and the changing landscape of primary care 

Ensure strategic alignment across local systems: Qualitative evidence highlighted the need for 

strategic alignment and flexibility between organisations to create efficiencies, avoid duplication 

and consolidate funding for retention. This avoids multiple offers overwhelming local systems. 

Importantly, PCNs and training hubs could become key players in retaining not only GPs but also 

the wider workforce. To ensure PCNs and training hubs are effective in supporting the system 

more clarity and guidance is needed around their roles, responsibilities and spheres of influence.  

Capitalise on multiple data sources: Feedback from programme leads highlighted that no single 

data source provided an accurate picture of the impact of retention initiatives. Direct indicators, 

like GP FTE figures, tend to be lagging indicators which require more time to reveal benefits. 

Even then, it is difficult to attribute changes in GP numbers to a single factor when multiple 

factors are in play. As a result, indirect indicators such as surveys and qualitative assessments 

(like those used in this study) should be used as supportive evidence. Importantly, they can offer 

nuances of why interventions work in some contexts and not in others.  

4. Ensuring a holistic approach to retention 

Targeting GPs at all stages of their career: Qualitative evidence highlighted that the targeted 

approach of GPRISS interventions left some GP groups feeling overlooked. This highlights a need 

to find a balance between making interventions accessible to all types of GPs and providing 

tailored interventions that are derived from needs assessments and staff engagement. In 

particular, efforts need to be made to support GP partners who are not approaching retirement 

as this was is the only group that is in decline at GPRISS sites and nationally. Interventions are in 

place which focus on GPs approaching retirement (Wise 5s) but the data indicates that efforts 

should be made to retain partners in their mid-careers who are considering leaving. 

Roll out to the wider primary care workforce: Qualitative evidence from the interviews, focus 

groups and workshops demonstrates the clear message that the emphasis needs to shift onto 

the retention of all primary care workforce. The retention of the wider primary care workforce, 

including nursing, administrative and data/IT staff, is critical to the efficiency of general practice 

and ongoing GP retention. Primary care is a multidisciplinary workforce, which will become more 

diverse as the PCNs evolve. Therefore, it is important to identify and manage retention 

challenges in all primary care professionals in the future.  
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3. Introduction  
NHSEI is spearheading national campaigns to recruit and retain GPs. These are based on 

commitments set out in NHS Long Term Plan and build on the General Practice Forward View 

(GPFV). The overarching aim is to improve working environments and make the profession more 

attractive. One of such initiatives was the GP Retention Intensive Support Sites (GPRISS) programme 

which offered £3 million to support areas struggling with GP retention. In October 2018, the 

programme started working with seven early implementer sites across England to conduct local 

diagnostics and test area-specific interventions to retain GPs in those areas. Sites varied in size and 

configuration but all had strong local leadership. Each site was allocated £417,500 to support the 

project and the various initiatives.  

Figure 1: Location of the GPRISS sites 

 

A detailed breakdown of site characteristics can be found in appendix A. 

3.1 Hothouse approach  

GPRISS sites aimed to improve the work environment, reduce workload pressures, and/or encourage 

a positive culture around being a GP. NHSEI promoted a hot housing approach to deliver change in a 

short timeframe. The interventions varied from process-orientated (e.g. referral processes) to 

behavioural (e.g. coaching and mentoring) and were implemented at three different levels:  

 Individual level (e.g. coaching and mentoring), 

 Practice level (e.g. 15-minute standard appointments), 

 System level (e.g. interventions to reduce administrative workload created by acute 

hospitals as part of the 2017-19 standard (hospital) contracts). 

This hothouse approach is supported by research which suggests combining individual, group and 

organisational-level approaches can yield systemic changes that create a participatory environment, 

promote open communication, encourage manager and peer support, inspire shared learning, and 
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facilitate employee involvement in planning and implementing programmes2. Additionally, the 

National Institute of Clinical Excellence (NICE) guideline on mental wellbeing at work (Guideline 

PH22), recommends that “interventions for individual employees should be complemented by 

organisation-wide approaches that encompass all employees”3.  

3.2 Findings from the initial evaluation 

Our initial evaluation, analysis of an online survey, completed by 192 GPs and other stakeholders 

demonstrated early of benefits of the programme: 60% of GPs agreed that the combined impact of 

GPRISS interventions would improve their job satisfaction, compared to 17% of GPs who disagreed. 

Importantly, there is evidence that multiple interventions targeted at all three levels (individual, 

practice, and system) resulted in more GPs feeling supported than those who only received 

interventions aimed at one or two levels, with 65.4% agreement for participants who received 

interventions at 3 levels, 38.7% for 2 levels, and 34.6% for 1 level.  

 

Findings from one-to-one interviews and focus groups with GPRISS site leads and implementation 

teams revealed that feeling heard, national acknowledgment of challenges facing primary care and 

dedicated funding were key enablers for GP retention. Key learning and examples of good practice 

included assembling an immediate implementation team with an embedded clinical lead and change 

agent, and building on existing successful local and national GP retention interventions which could 

be tailored or rolled out across a Sustainability and Transformation Partnership (STP)/ Integrated 

Care System (ICS) footprint. Additionally, interviewees highlighted a need to be mindful of retention 

of the wider primary workforce in addition to the issues that affect GP retention.  

There were some challenges managing numerous interventions simultaneously and the need to 

avoid potentially-confusing messages to GPs. A notable challenge with implementation was time: 

both the short duration of the programme and the timing of implementation during the end of the 

financial year when resources are stretched. Sites also had to overcome misconceptions among GPs; 

such as, the stigma associated with GPs seeking support. There were a number of practical 

challenges to getting interventions off the ground. These included navigating procurement quickly 

and structuring interventions to minimise impact on clinical work. 

3.3 Follow-up evaluation questions 

To build on the evidence from our initial evaluation, this follow-up evaluation aims to:  

 quantitatively explore the overall effectiveness of the GPRISS initiative as well as the impact 

of different themes of interventions; 

 understand the qualitative effect of the GPRISS initiative while considering its multi-

component nature, as well as how focus may have changed following new initiatives such as 

Primary Care Networks (PCNs) and training hubs; 

 explore perceptions of impact (direct and indirect) from different types of GPs; 

 identify local barriers and enablers affecting accessibility and sustainability of retention 

initiatives. 

                                                           
2https://assets.publishing.service.gov.uk/government/uploads/system/uploads/attachment_data/file/506777/
25022016_Burnout_Rapid_Review_2015709.pdf 
3 https://www.nice.org.uk/guidance/ph22/chapter/1-Recommendations 
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4. Methods 
This evaluation adopted a mixed method approach, incorporating quantitative and qualitative 

methods, to evaluate effectiveness the GPRISS initiative. This section provides details of methods 

used.  

4.1 Workshops 

A workshop took place, in London in November 2019, to ascertain the views and opinions of GPRISS 

project team members about progress made since initial contact by the evaluation team. Two 

members from each site were invited to participate in a day of facilitated workshops comprising 

presentations, group discussions, as well as multiple interactive and practical sessions. The day was 

roughly split into the following broad themes:  

Table 1: Outline of the workshop themes and lines of enquiry 

Workshop theme Lines of enquiry 

Reflections on the finding 

from the initial evaluation  

 Were the recommendations appropriate and applicable to their local contexts? 

 Had the recommendations been adopted (which ones)? 

 Were there any challenges with adoption and implementation? 

 Were the recommendations sustainable? 

GP retention and the 

emerging primary care 

landscape  

Facilitated sessions, using the De Bono’s six hat thinking, were carried out to explore 

the impact of PCNs and Training hubs on GP retention. Each had was used to 

explore the following types of thought processes: 

 Planning (Processes)  Facts (Objectivity) 

 Emotion (and intuition)    Problems (Negatives) 

 Benefits (Positives)  Ideas (Creativity) 
 

Measuring the impact of 

retention initiatives 

In groups, participants were asked to perform a SWOT (Strengths, Weaknesses, 

Opportunities and Threats) analysis of direct and indirect measures of retention 

initiatives. 

4.2 Quantitative approach  

Between December 2019 and February 2020, an anonymous survey was sent to GPs and selected 

members of the wider workforce to collect information about the impact of categories of retention 

interventions as well as the overall impact of the programme as a whole. A snowballing sampling 

approach was used at each site. Survey links were sent to each GPRISS site team which then sent on 

participation requests to practices and GPs who received one or more interventions. Survey links 

were also sent to other local stakeholders (e.g. wider practice workforce, commissioners, and 

members of the implementation teams) involved in the programme. GPs who received interventions 

were analysed separately to control for bias.  

The follow-up survey comprised 22 questions; of which 13 questions were specifically for GPs 

(outlined in appendix B). Where possible, questions remained consistent with those in the initial 

evaluation in order to measure changes from baseline. Questions explored demographics, ratings of 

types of interventions received, and the impacts on job stressors, GP satisfaction, practices, patients 

as well as the wider health system. Moreover, questions were asked relating to GP intentions to 

change working patterns, stay in an area, and stay within the profession. Where appropriate, 

questions included five point Likert scale responses (i.e. strongly agree to strongly disagree), ranking 

and scoring to elicit unbiased responses. 
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4.3 Qualitative fieldwork 

Qualitative fieldwork took place between January and March 2020. Sites were given the option to 

choose between interviews and focus groups to minimise the impact on schedules and increase 

flexibility for participants. Two GPRISS sites (Newham and Mid and South Essex) opted for focus 

groups comprising four to six participants with at least four participants who received GPRISS 

interventions (i.e. GPs and pharmacists) and the remainder being representatives from wider 

stakeholder groups (including clinical leads, local commissioners, LMCs, and members of GP 

federations). The remaining sites opted for telephone interviews. Once again, individuals who 

received interventions were prioritised for inclusion, such as GPs and practice managers. In total, 23 

participants were interviewed or took part in a focus group discussion, and a breakdown of their 

relevant characteristics by site can be found in appendix E.  

Prior to the interviews, participants were provided with information sheets and were given the 

opportunity to ask questions. After gaining consent, thirty-minute interviews and hour-long focus 

groups were conducted following a semi-structured interview guide. Questions were derived from 

insights from the initial evaluation and the workshop with GPRISS sites. The questions aimed to: 

 Gain general feedback on interventions received; 

 Understand the impact on GP satisfaction (at an individual level as well as the GP workforce 

as a whole);  

 Determine the impact on the local area; 

 Seek feedback about the accessibility (barriers and enablers) and completeness of support 

packages; and 

 Explore perceptions of the future requirements and impacts of retention initiatives 

The full interview guide can be found in appendix F. Focus groups and interviews were audio 

recorded and subsequently transcribed to capture all pertinent information. 59 pages of transcribed 

text were produced. This data was analysed thematically and quotes were extracted to demonstrate 

key findings. 
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5. Quantitative findings 

5.1 Respondent demographics 

Compared to 192 survey respondents from the previous year’s evaluation, this follow-up survey had 

128 respondents: over half (54.7%) were female. When considering roles within primary care, 69.5% 

(89/128) were GPs. This was 15.4 percentage points higher than the percentage of GPs that 

participated in the initial evaluation. However, this would not have skewed results because results 

for GPs and those for non-GPs are analysed and reported separately. The majority (43.2%) of GPs 

were in their mid-careers and had been working in large practices with patient lists of over 10,000 

patients (58.8%). When considering all types of employment within primary care, GP partners made 

up the largest participant group (46.9%).  These trends were fairly similar to those of the initial 

evaluation. 

Figure 2: Survey respondent demographic breakdown 

 

 For the purpose of this evaluation results will focus around GP responses unless otherwise stated. 
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5.2 Intervention ratings 

As multiple interventions were performed across the GPRISS sites, our analysis grouped individual 

interventions into common themes (breakdown can be found in appendix C.) The scores for each 

theme were then aggregated and averages calculated (See figure 3).  

Figure 3: Ranking intervention themes 

The data highlighted that peer support networks, coaching and mentoring, interventions which 

aimed to improve capacity and workload, and those that facilitated career development and 

portfolio roles received the highest ratings. Interventions involving communications and 

engagement, NHS standard contract provisions and integration / primary care at scale were rated 

the lowest. One possible explanation for this observation is that the lower-rated interventions were 

aimed at a system-level, and would to take longer to yield first-hand benefits for GPs. Changes in 

average scores from baseline demonstrated the durability of the effects of most of interventions.  

Increases in average scores were observed for all interventions apart from integration / primary care 

at scale and “other” interventions. “Other” interventions included but were not limited to 

organisational development sessions, national NHSEI initiatives (including GP forward view projects) 

and prescribing hubs (See appendix C). 

The table below compares the relative ranking of interventions at baseline and at 1 year follow-up. 

Interventions involving capacity and workload improvements had the largest increase in ranking 

(moving from ninth to third) whereas interventions involving communications and engagement had 

the greatest decline (from first to eighth place). To note, participants identified communication and 

engagement as a barrier or challenge to the GPRISS initiative during the follow-up interviews and 

focus groups (See Theme 3), highlighting a lack of awareness, publicity and spread of information 

across their sites. 

  

Change from 

baseline

0.9

1.2

0.9

1.0

1.4

0.3

0.9

0.2

-1.3

0.4

-0.6
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Initial evaluation (2019) Follow-up (2020) 

1. Communications and engagement 1. Peer support network 

2. Coaching and mentoring 2. Coaching and mentoring 

3. Integration / Primary Care at scale 3. Capacity and workload 

4. Peer support networks 4. Career development and portfolio roles 

5. Back office systems 5. Education and training 

6. Leadership development 6. Leadership development 

7. Career development and portfolio roles 7. Back office systems 

8. Education and training 8. Communications and engagement  

9. Capacity and workload 9. Integration / Primary Care at scale 

10. “Other” interventions  10. NHS standard contract provisions 

11. NHS standard contract provisions 11. “Other” interventions 

 

5.3 Impact on job stressors 

GPs were asked to indicate how the GPRISS interventions had affected common job stressors 

encountered within general practice4. This was achieved by asking them the following question: 

“Please indicate what impact the interventions you have received have had on the following job 

stressors” (i.e. since before receiving the interventions). This was a new question. Thus, there was no 

baseline to compare participant responses with. Participants were asked to rate the impact of the 

interventions on job stressors on a scale of -100 to 100 (-100 indicated significant worsening, 0 

indicating no change, and 100 indicated significant improvements). Results demonstrated that the 

interventions yielded large improvements in feelings of isolation and limited professional 

development (average change scores of 29.1 and 26.4, respectively) and moderate improvements in 

workloads (change score of 16.4). See figure 4. GPs reported slight worsening of resources within 

practices, the potential for patient complaints / litigation and patient demands or unrealistic 

expectations (scores between -3.5 and -9.5). However, it must be noted that the majority of 

interventions were not designed to address these stressors. This highlights the need for more 

interventions focussed around improving patient knowledge and behaviours in order to manage 

demands on practices. 

  

                                                           
4 http://www.population-
health.manchester.ac.uk/healtheconomics/research/Reports/EighthNationalGPWorklifeSurveyreport/EighthN
ationalGPWorklifeSurveyreport.pdf 
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Figure 4: Changes in job stressors 

 

5.4 Perceived benefit 

GPs were asked a series of questions on the impact of the entire GPRISS programme for their own 

job satisfaction, benefits to the wider system, and their career intentions. GP data is presented 

below in figure 5. For all reported findings ‘strongly agree’ and ‘agree’ responses were pooled and 

‘strongly disagree’ and ‘disagreed’ were aggregated. Results from the follow-up yielded similar 

trends to that of the initial evaluation (See appendix D). In questions focussing on the individual-

level impact of GPRISS, more GPs stated that the programme had a positive impact on their job 

satisfaction (63.1 % agreed, 17.9 % disagreed), feelings of support (49.4% agreed, 19.8% disagreed), 

and levels of optimism (48.2% agreed, 27.2% disagreed).  

In relation to wider impacts of GPRISS, considerably more GPs agreed that the interventions had 

positive impacts on patients, practices and local primary care systems compared to those who 

disagreed. GPs were less emphatic about their future intentions, with the vast majority them 

providing neutral responses. That being said, 4 times as many GPs indicated that they were more 

likely to stay in general practice compared to those who were less likely. Furthermore, 7 times as 

many GPs stated that they were more likely to stay in their area compared to those who stated that 

they were less likely. Equal proportions (of 19.8%) of GPs stated that they were more or less likely to 

scale back their working hours. 
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Figure 5: Summary of GP survey responses

 

Responses from 39 members of the wider workforce (mainly practice managers and CCG leads) were 

considerably more favourable than GP responses (See figure 6). This alludes to wider benefits of 

GPRISS that GPs may not have directly experienced. Albeit, the sample size of respondents is smaller 

and some (38%) of these respondents were involved in implementing interventions. 

Figure 6: Summary of GP survey responses 

 

Sub-group analyses were performed on selected demographic factors around responses to the GP 

survey questions. Similar to the initial evaluation, perceptions of satisfaction were inversely 

proportional to career stage, with agreement rates decreasing with increasing seniority; from First 

5’s (GPs within the five years post qualifying) to mid-career GPs, to Wise 5’s (GPs within five years of 

retiring). In relation to gender, results revealed that 79.5% of female GPs felt that GPRISS improved 

their job satisfaction compared to 51.5% of male GPs. Participants did not provide any further 

explanation or justification for their responses. 
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5.5 GP Full-time Equivalents (FTEs) 

Analysis was performed using workforce counts from NHS Digital’s General and Personal data series 

to explore changes in GP FTEs at 6-monthly intervals, from baseline (September 2018) to the most 

recent publication (September 2019). Figure 7 provides breakdown of the changes in FTE according 

to different GP categories.  

In relation to the change in overall FTEs, excluding locums, GP FTEs increased by 155 (from 2,537 to 

2,692) at 6-month follow-up. This represented a 6.1% increase. A further 0.05% increase (1 

additional FTE) was observed at 1-year follow-up. When considering subgroups of GPs, GP partner 

FTEs increased by 3.8% at 6 months but decreased by 4.1% at 1 year. Salaried GP FTEs steadily 

increased by 9.7% and 3.5% at 6-month and 1-year intervals, respectively. Registrar FTEs also 

steadily increased; however, a greater (11%) increase was observed between 6-month and 1-year 

follow-up. These changes should be interpreted with caution as changes could have been due to 

additional factors; such, expansions in training places. Retainer FTEs decreased by 11.7% between 

baseline and 6-month follow-up, but then shot up by 33.6% at 1 year. Though it must be noted that 

numbers were very low to start off with (5.8 at baseline). Locum FTEs increased considerably by 

64.4% at 6-months and then decreased by less than 1% at 1-year. This large increase is likely due to 

improvements in recording / reporting of locums, introduced across the country in November 2018.  

  

https://digital.nhs.uk/data-and-information/publications/statistical/general-and-personal-medical-services
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Figure 7: Changes in GP FTEs broken down by employment roles 

 

Additional analysis was performed to compare changes in GP FTEs at GPRISS sites with those at non-

GPRISS sites (rest of England), between baseline and 1-year follow-up (see Figure 8). Compared to 

the rest of England, GPRISS sites tended to have better outcomes. GPRISS sites had greater increases 

in overall FTEs (excluding locums), Salaried GP FTEs, and Registrar FTEs. Furthermore, they had a 

smaller decline in GP Partner FTEs. Interestingly, the sites had an 18.0% increase in Retainers FTEs, 

compared with a 59.4% increase in the rest of England. This highlights that GPs at GPRISS sites were 

3.3 times less likely to enter the national GP retention scheme than the rest of the country. This 

could be due to them opting for local schemes instead.  When considering Locum FTEs (not in Figure 

Y), GPRISS sites had smaller increases in locum FTEs compared to the rest of England (63.1% vs. 

90.8%). This indicates a considerably lower reliance on locums to fulfil service requirements. 
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Figure 8: Changes in GP FTEs at GPRISS sites compared with the rest of England 

 

6. Qualitative Findings 

6.1 Workshop findings 

As outlined in the method section, a structured workshop was held in November 2019 with 11 

representatives from the project teams at six of the GPRISS locations. The workshop was facilitated 

by three members of the GPRISS evaluation team, who also made notes and ensured as much 

information as possible was recorded throughout the day’s activities. A representative from NHS 

England and NHS Improvement also attended this workshop.  

6.1.1 GPRISS implementation team feedback  

Overall, representatives felt that the recommendations arising from the previous evaluation were 

appropriate. In particular, they highlighted two specific recommendations as important. Firstly, the 

continuing debate over implementation of local initiatives while facing challenges with national 

schemes which were yet to start, or lacked continuity. The second was the importance of creating 

capacity for change, including demonstrating a crucial willingness and wholesale commitment to 

change. While the recommendations were easy to adopt, representatives raised questions about 

funding, including scalability, sustainability and longevity of retention initiatives. Importantly, the 

constantly changing primary care landscape leads to difficulties accessing and understanding the 

different funding streams available. There is a need for strategic alignment and flexibility between 

key organisations to create efficiencies, avoid duplication and combine available funding for GP 

retention. Representatives also questioned the penetration of the recommendations; in particular 

how to disseminate these to all practices, while offering the same impact and value for money as a 

local trust or competing for GPs with other areas that do not solely rely upon GP Forward View 

funding streams.   

When reflecting upon delivering the GPRISS programme, representatives commented on the 

intensive nature of the programme from an assurance and resource perspective, as well as the 

uncertainty about the future, with staff who had taken on secondary roles or secondment 
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opportunities returning to substantive posts. Workshop participants were also keen to share their 

learning and ideas about GP retention. This included the potential for portfolio careers to ‘plug the 

gap’ for mid-career GPs, the need to maximise communication and engagement channels (e.g. 

Facebook, Twitter, WhatsApp etc.), and that multiple support offers may overwhelm practices. 

Additionally, consideration should also be given to the relationship between CCGs and their member 

practices, if used as a means of GP engagement.  

Finally, site representatives cited other parts of the health system (i.e. secondary care) which had 

committed to retention initiatives and invested in workforce development. Furthermore, there was 

a suggested emphasis on retention within the wider primary care context, where the focus is not on 

GPs but on retaining all within the general practice workforce.  

6.1.2 Six thinking hats exercise 

In small groups, site representatives used the six thinking hats as a framework to discuss the 

potential role and relevance of PCNs and training hubs in supporting GP retention initiatives in the 

future. During the workshop, comments were captured as each group moved through the six 

different thinking styles, these are summarised below in Figure 9, and appear in appendix G and 

appendix H in more detail. 

6.1.3 SWOT analysis of measuring GP retention 

The final activity during the workshop was a Strengths, Weaknesses, Opportunities and Threats 

(SWOT) analysis of how to measure GP retention. Site representatives debated the different 

available ways of measuring GP retention in small groups. The types of measures discussed included 

direct and indirect measures such as the number of full-time equivalent GPs nationally, regional 

training data and case studies or surveys. A summary of the collective SWOT analysis for all four 

measures can be found in appendix I. The group felt that indirect measures were the most practical 

way forward in the short to medium term, yet there were opportunities associated with training 

data and leavers/joiners information. However, direct measures were likely to be lagging indicators 

of GP retention, which may show improvements over time. Overall, workshop participants 

recommended that multiple measures are combined to provide a true picture of GP retention.  



 

22 
 

Figure 9: Six thinking hats exercise on PCNs (left) and training hubs (right) 

 

Planning  
 

Iterative approach welcomed; evaluate status quo, set priorities and assess 
performance.  

 

Facts  
 

Clear on ‘facts’ of PCNs; how many exist, type of workforce required (additional 
roles & different ways of working) and investment available for next 5 years.   

 

Emotions  
 

Varying emotions about PCNs, including excitement, apprehension and curiosity.  

 

Caution 
 

Notes of caution about the existence of the wider workforce, the movement of 
staff between NHS sectors, risk of widening health inequalities and a flooded 
market place for support.  

 

Optimism 

Optimistic about the commitment, acceptance and investment, with perceived 
alignment with existing local strategies and the opportunity for flexible and ‘at 
scale’ working. 

 

Creativity 
 

Ideas including ‘grow your own’ workforce, outreach work encouraging young 
people to choose NHS professions and striving for a consistent strategy across 
primary and secondary care. 

 

Planning  
 

Great facilitators for training at scale and capacity building for PCNs looking to create 
an organisational structure for their staff.  

 

Facts  
 

Varying degrees of understanding about the role, function and responsibilities of 
hubs.  

 

Emotions  
 

Confusion and apprehension due to a lack of knowledge, confusion over funding 
guidance and concerns about how resistance to change may affect transition.  

 

Caution 
 

Cautious about the limited guidance available, unknown impact on practices and 
questions over longevity and infrastructure.    

 

Optimism 
 

Training hubs could offer expertise, with creativity and charismatic people occupying 
such roles. 

 

Creativity 
 

Outline best practice, which is evidence-based, non-prescriptive, with a framework 
to assess delivery. Demonstrate effectiveness and ensure clear expectations.  
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6.2 GP interviews and focus groups 

Five themes were generated from the transcripts of interviews and focus groups, and the free text 

questions from the online survey.  

Theme Sub-theme 

Theme 1: Feedback on the GPRISS 
programme 

 
 
 

Theme 2: Impact of GPRISS 
Interventions 

 Individual GPs' positive personal feelings 

 Positive outcomes & benefits observed in others 

 GPRISS interventions brought the GP and primary 
care community together 

 Negative consequences 

 Unexpected benefits and innovation 

Theme 3: Barriers & challenges 
associated with the support available 

 Time 

 Engagement with scheme 

 Communication 

 Stigma of help-seeking 

Theme 4: Enablers for GP retention 
interventions 

 Flexibility 

 Time - ideas to enable access 

 Communication 

 Funding 

Theme 5: Next steps – Future focused 
general practice retention 

 Retention of the wider primary care workforce 

 A balanced & accessible support offer for all GPs 

 Addressing unresolved issues relevant to GP 
retention 

 

6.2.1 Feedback on the GPRISS programme, including the change in atmosphere in general practice. 

GPs and practice managers who had been part of project implementation teams (as clinical advisors 

or members of the task and finish groups) provided their thoughts about the GPRISS programme. On 

the whole, their feedback echoed the findings in the initial evaluation report; namely that the 

“positives (of GPRISS) far outweighed the negatives” with the “discipline” of a six month programme 

of work considered a blessing to “focus minds” as well as a curse due to “implementation timelines”. 

The flexibility of being able to manage funding over an extended timeframe was considered helpful, 

enabling further opportunities in 2019/2020 to support continuing interventions. However, the pace 

of change during the programme was thought to generate stress and pressure, representing a 

challenging period for those involved in implementation, “we had to do a lot very quickly”. It was 

also suggested that the assurance process for GPRISS had been strict and if similar initiatives were to 

be rolled out, the assurance process could be a “bit lighter” in the future.  

Overall, the GPRISS programme was viewed as an enabler, “a good start” and providing momentum 

or acceleration, as well as an opportunity for “legacy change” to address the significant challenges 

within general practice. One participant explained their feelings; “looking back I actually don’t know 

how we managed to do as much as we did”, however they would have welcomed an extension or 

time to reflect during the programme.  
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Across the GP interviews there was a general acceptance that working in general practice was 

challenging, or as one GP stated “general practice has never been more under the cosh and more 

stressed”. There was an acknowledgement of heavy workload, long working hours and the relentless 

pace of clinical demand; “There was a constant sense that every few months things were getting 

constantly worse, every year things were getting worse and we hit a real bad low”. With one 

member of the wider workforce saying the following after observing a GP;  

“it’s just relentless for them, it wasn’t appealing at all, it just felt like they were just getting 

through each list each day and I actually feel I’ve got a lot of compassion for the GPs because 

I actually think they’re just totally overloaded, overworked and they can’t possibly do what 

they ever set out to do”. 

For the majority of participants the GPRISS initiative was one of the many things happening in 

primary care to represent a ‘move in the right direction’. Other developments included the 

formation of primary care networks, the new GP contract, and the support for the GP partnership 

model within the new contract, as well as a national emphasis on continuity of care.  

Participants described a change in overall atmosphere and attitudes due to the variety of support 

provided at different levels. Despite the ongoing challenges with recruitment and retention of GPs at 

each site, participants reported that the workforce was feeling “more optimistic about the future”. 

One participant summarised this;  

“It is just really, really different and I think that generates a really feel good attitude. I think 

the practice feels proud of what it’s achieved, I feel proud of what we’ve achieved”.  

On a personal level, individual GPs felt that the work which had been done through the GPRISS 

initiative had made them feel more valued, supported and secure, and that “someone’s listening, 

someone’s actually supporting us to do things”. As result, the GPRISS initiative was deemed to 

represent the support available from the national teams, as described; 

“With projects like GPRISS it makes people feel that there are people in the background who 

are doing a lot of development…and actually trying to put in structures and solutions that 

are there to support the GP workforce”.  

Equally, other participants felt that ‘the system’ was sending a clear and positive message, 

acknowledging the importance of GPs;  

“The fact that the system (STP) has put effort into addressing the problems around GP 

isolation and workload sends a very positive message. There’s no doubt that a system-level 

acknowledgment of these problems has sent a really clear message of intent and has 

changed the atmosphere. Now a lot more GPs are willing to highlight they need support”.  

Finally, there was aspiration that the GPRISS investment would translate into making the local area 

and general practice “a little bit more attractive” to junior doctors. Through engaging in support and 

development opportunities, such as GPRISS, participants were hopeful that their local area’s 

reputation would improve. Moreover, by demonstrating the positive experience of GPs, subsequent 

recruitment would be easier.  
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 6.2.2 Impact of GPRISS interventions 

The interventions and support available at each of the intensive support sites had a range of 

different impacts, which are capture by the five sub themes. The five sub-themes described below 

move through the impact on individual GPs, changes observed in others and the primary 

community, as well as negative consequences and unexpected benefits.  

Individual GP’s positive personal feelings 

Both the range of interventions available and specific interventions such as peer networks and 

mentoring were said to have created a support network for individual GPs, with one of the 

interviewees reflecting upon the different level of support made available;  

“When I qualified there was no support for me at all. I went straight into a partnership, 

jumping into eight sessions a week. I felt like I had to shut up, not ask any questions, not 

make any trouble and just get on with it. Now we have an opposite situation where GPs 

know that there is so much support available”. 

In particular, GPs reported the positive impacts of peer networks and mentoring on their 

professional lives, including feeling less alone and “thankful”, safe in the knowledge that peers and 

colleagues were countering similar problems, and being able to “develop professional relationships 

with new people” in their local area. For some, peer networks represented an important “outlet” for 

less formal and candid discussions. More generally, many of the interventions were considered 

positive for professional development, with coaching offering a way to “clarify a number of 

professional and personal issues” and support networks keeping individuals motivated and focused 

on the different options or opportunities “further down the line” or alongside “other plans”. 

Among the GPs who had attended coaching, mentoring and leadership interventions there were 

reports of feelings of comfort and confidence, “it gave us all a confidence and morale boost”, as well 

as improved communication skills. As a result, GPs described taking on quality improvement projects 

and reflecting upon their leadership style. Of note, a number of GPs felt these new skills had filtered 

through to their day-to-day practice and consultations; 

“Receiving coaching and mentoring training as well as leadership training has generated a 

little bit more enthusiasm, focus and resilience. Moreover, it has helped me to understand 

more about myself as an individual as well as my patients and colleagues. This improves my 

consultations”.  

Additionally, another GP had been able to utilise their new skills with colleagues, when managing the 

“emotional kickback” from changes in their practice, “the coaching helped me to help other people 

through change”.  

During the interviews and focus groups, there were a number of participants who made clear and 

categorical statements that engaging with GPRISS interventions had meant they were still working as 

clinicians. Other participants remarked that the support available during the GPRISS scheme had 

enabled the pursuit of additional roles, minimising self-doubt during coaching or creating available 

study time through practice funding;  

“One-to-one coaching clarified a lot of doubts about becoming a partner and taking on 

additional roles. I don’t think I would have become a partner without the coaching” 
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“This has really helped me because I was really thinking to leave it (becoming a GP trainer) 

because doing 10 sessions plus a master’s level course, with family commitments, at the age 

of 42 is not easy”.  

Through different GPRISS interventions, GPs had opportunities to change the ways in which they 

worked, leading to reduced stress and increased job satisfaction. For example, the introduction of 15 

minute appointments at one site, was said to reduce stress levels and improve patient triage; “I feel 

less stressed than I was 6 months ago, and I feel better able to deal with patients more thoroughly”. 

Another site introduced a new method of patient access, a change which one GP reported as; 

“It’s certainly enhanced my satisfaction - I am over 60, I am not a new GP, I’ve been a GP for 

a very long time, and I’ve done that practice role in a particular way. {Name of new system} 

has asked of me a very different way of doing things but I’ve actually enjoyed that change”.  

Through discussions with one of the GPRISS change facilitators, one GP had been made aware and 

subsequently able to access the retainer scheme, permitting their return to work;  

“I have a positive work life balance, I can go to work 3 days a week and still be home by 

school pickup time, I can have my own identity, I’ve still got my profession which I trained to 

do for 15 years, I still have a massive amount of job satisfaction being able to help people 

and contribute to the system especially in our area where we’re so short of GPs”.  

Positive outcomes and benefits observed in others 

During interview or focus group discussions, participants recounted the positive impacts observed 

among other GPs and primary care staff in their localities. For example, one GP reported that the 

younger GPs, who had engaged in leadership training, were “more aware of themselves, much more 

aware of what they can do and how to do it”. Another GP commented that the practice staff who 

had been involved in implementing a new digital ‘front door’ felt “more informed and engaged with 

the delivery of care for patients”, with the opportunity to say “I did this, we made that difference”. 

Equally, a GP from the same area felt that both they and a colleague had benefited from a coaching 

intervention to cope with this change. 

More broadly, participants highlighted positive feedback stating that GPs in their area were much 

happier as a result of GPRISS, with the opportunity to refocus or “reinvigorate their careers”, reflect 

upon difficulties and strive to improve. Interventions such as peer networks were associated with 

motivation, empowerment and positivity, with one participant commenting; 

“Overall, from talking to people, the support has kept a lot of people interested and 

motivated. General practice had been in a bit of a slump and there was a lot of negativity at 

the time. It was quite nice to see people wanting to get involved in things”.  

Finally, participants commented upon the “very positive” feedback they had received from 

colleagues at educational events provided through GPRISS funding. In particular, two of the GPs 

interviewed described that GPs were asking for more sessions in future and that “the volume of 

people who attended tells you how valuable it was.” 
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GPRISS interventions brought the GP and primary care community together 

As identified in the previous evaluation, working as an intensive support site brought together 

representatives from different organisations across the geographical area(s). GPs and primary care 

staff interviewed during this follow-up evaluation described how the GPRISS programme had 

brought colleagues together;  

“I think it has revitalised some areas, made people think differently and it has brought some 

younger and older GPs together to think about the future. It’s done it not just through PCNs 

but through our federation leads as well. So it’s got our general practice provider more 

coherent and more defined which I think is important within an ICP and an ICS system”. 

For those sites who adopted an inclusive approach, participants felt that “everyone was invited to 

the meetings, everyone is involved and everybody had a voice”, with regular meetings between 

practices, strengthening relationships and building trust. Aside from the one-to-one relationships, 

some individuals felt GPRISS had helped to develop and facilitate relationships between practices. A 

number of tangible benefits were also realised through GPRISS practice interventions, including a 

standard way of operating across practices, which enabled locality working, added resilience, helped 

to identify practices that were struggling, and provided the option to “pool” staff (i.e. a 

physiotherapist shared across practices).   

Above all the individual GPs who attended retention interventions described meeting “a lot more 

people who I wouldn’t have met, if I continued going to work every day” and “you do keep in touch 

with people that you wouldn’t necessarily keep in touch with”. For many GPs, peer networks funded 

by GPRISS overcame the loneliness and isolation of general practice, enabling them to discuss 

challenges, share learning, seek and give advice (on topics such as GMC fees, portfolio packages and 

indemnity fees), and network with others. For some attending such events and engaging in the 

discussions was perceived as healthy; “it is healthy to learn about other things that are going on in 

the area and help other people find out about things that may help them”. In particular, the GPs 

described benefiting from discussing resilience and burnout, as well as CPD goals and pensions.  

During interventions such as mentoring and GP/Consultant exchange schemes, GPs appreciated 

hearing the impartial views and perspectives about clinical work as well as personal development, 

progression-related topics and personal issues. Similarly, for another two GPs an educational event 

represented the opportunity to step away from the practice, network and engage with their peers;  

“I think that must have been funding from the GPRISS, which was brilliant because it meant 

that there were so many people there from our practice area and it was actually quite nice 

from a networking point of view to see people from the other practices in the area which is 

quite powerful as well because you sometimes get a bit, I don’t know, ingrained in your own 

practice and it’s good to see people from other practices doing slightly different things who 

are enthusiastic and kind of thriving I guess”.  

This “hugely valuable” event was thought to have built networks between GPs which have been 

“broken over the last three or four years because people have been so busy”.  

Lastly, a GP who had engaged in a practice-level intervention with his practice, reported feeling like a 

member of a team for the first time in his career; “We’ve enhanced our team offering and so I feel 
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much more part of a team. I think I’m the captain of the team, or one of the captains of the team but 

I’m very conscious of the fact that it’s delivery of really good care through the team to the patient”.  

Negative and hidden consequences 

There were participants who reported the loss of some GPs in their locality at the time of changes 

introduced during the GPRISS programme or after engaging in specific GPRISS interventions. For 

example, one GP reported that they had lost one of the GPs in their practice after re-evaluating their 

career during coaching and mentoring interventions. In this instance, the GP went to work in a 

hospice but was continuing to do out of hours shifts, however the GP interviewed reflected “I think 

we would have lost her anyway, I think it’s kept somebody in a constructive way in the NHS, so I 

don’t think that was a bad thing”.  

Another participant reported the loss of three salaried GPs from her practice due workload and 

significant changes to models of care; “Going back to GP retention that certainly wasn’t something 

we saw here. We lost three GPs during that time so I think that speaks volumes, and there were 

other reasons but I think workload and the (name of new system) was definitely one of those”. 

Similarly, two GPs who shared their experiences via the online survey reported they had decided to 

leave their GP partnership. One GP had made this decision prior to engaging in coaching sessions 

and the other felt they were likely to take this decision in the next six months, both opting for locum 

or “less stressful and better paid” work.  

Secondly, there were a number of hidden consequences of some of the GPRISS interventions. For 

instance, involvement in the implementation of interventions led to discomfort, anxiety and a strain 

on some key staff (such as practice managers) and engagement in practice-level interventions saw 

the need for increased administration hours to support the new ways of working in the practices. 

Likewise, the new digital ‘front door’ across the GP practices at one site had negatively impacted 

upon the ability of clinicians working in the community to communicate with GPs and practice staff 

about shared patients, with restricted phone lines and limited access to the new system;  

“The implementation of the new system is one thing but I think clinically and professionally 

it could have been rolled out and utilised from a professional to professional perspective a 

lot better because we were given no information, no guidance on how to use it”.  

The community staff had also observed an increase in the number of phone calls and increased 

demand from patients, who were unable to speak to a GP or get an appointment, in particular 

elderly and frail patients.  

Finally, there was unhappiness and concern expressed about whether the “right people” had been 

trained as mentors, which would impact on the success of this initiative, and the perception that 

GPRISS had “taken credit for the retention of the new GP trainees”, when this was attributed to the 

efforts of individual practices. Another participant completing the online survey reported the 

negative effects of GPRISS, feeling the locality was “broken”, with the loss of “many GPs” and 

offering concerns about the loss of previous management structures. 

Unexpected benefits and innovation 

During the interview and focus group discussions, participants were able to describe a number of 

unexpected benefits that arose from the GPRISS programme and the associated support offer, as 
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well the innovative ideas which were stimulated to improve aspects of general practice. For 

instance, interventions such as coaching were reported as having unexpected benefits for patients 

as well as benefits for the upskilled GPs. One GP had been able to implement their coaching skills to 

improve the outcomes of a patient with diabetes; 

“I started to coach one particular patient with diabetes whose health was not improving; it 

was great to see his outcomes improving once he was empowered. This had a positive effect 

on me because it feels good helping patients. Receiving coaching has also made me focus on 

my career and achieve more this past year than I have done in a long time even though my 

work-life balance is better”. 

GPs felt able to incorporate the principles and skills of coaching into patient consultations, 

encouraging patients to set goals, and “define their options and outcome themselves”, which was 

thought to result in increased patient engagement and an improved “team-like” relationships 

between GP and patient. 

Another unexpected benefit to emerge was the evidence available to practices after changing the 

way in which patients accessed the service across one intensive support site. With the new way of 

working, practices were able to move away from anecdotal information about the issues and clinical 

demand they faced. This is supported by the following: 

 “Now we have lots of evidence that backs up the things we are saying. That then put us in a 

place where we can go back to the CCG and say ‘…we can actually quantify that pain and 

show you the numbers, we can tell you the demand, we can actually give you the 

figures’…So that’s been very powerful and we didn’t imagine that we’d be in that position so 

that’s been a really helpful thing”. 

While the loss of a GP after receiving coaching sessions represented a negative consequence for one 

GP practice, one of the individuals interviewed explained that this experience had been turned into a 

positive at their surgery;  

“Actually through (the coaching) process we lost one of the GPs, she was advised that 

because she’d worked here for 8 years that maybe a change of practice could make a 

difference to her progression….A little bit of a ‘oh my god’, but again having had that 

feedback enabled us to organise a salaried GP progression document, so I suppose you could 

say there’s always two sides to a coin, that turned into an advantage to future recruitment”. 

Wider primary care representatives from one site were hopeful that another unexpected benefit of 

practice and system-level interventions would be a shared policy and a consistent approach to 

engagement with community nursing teams across all practices. Participants described that 

historically each practice in the area had a different preferred approach due to variation in how they 

operated; with some practices that were keen to engage in meetings whereas others preferred 

email, fax, post or telephone communication. However, in future, participants were optimistic that 

similar patient access models and improved relationships under one partnership would result in a 

consistent approach. 

While implementing 15-minute appointments in the practice, a review was undertaken of the 

working patterns of practice nurses, which identified the amount of blood work undertaken by 
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nursing staff in the morning and the need to make the case to the CCG for a second pathology pick 

up during the day. This resulted in a change in types of appointments for GPs and nurses, as well as 

freeing up time to facilitate a block of 15-minute appointments; “It’s not always about workforce 

(i.e. paying for additional staff). It is about using the workforce that you have more appropriately, 

across a better time scale”. 

Through engagement with practice and system-level interventions, which enabled standardised 

processes and procedures across practices, GPs from one support site reported that this “breathing 

space” had been channelled into development of urinary tract infection (UTI) and respiratory packs 

for nursing homes. These packs enabled nursing home staff to initiate antibiotic treatment under the 

remote guidance and approval of a GP for patients meeting specific criteria, which was avoiding 

unnecessary visits and relieving workload pressures for GPs.  

During a trial of IT equipment needed for remote working, one of the GPs reported that this 

facilitated flexible and family-friendly working patterns among his colleagues. Importantly, this GP 

highlighted that while the initial IT equipment and solutions “didn’t work for us”; they opted to 

approach the problem a different way and had begun to identify future opportunities for use (e.g. 

remote working for medication reviews). Therefore, the GP was keen to stress the opportunity 

within trying and failing when investment is available;  

“Sometimes small amounts of investment, even if they fail, can be really valuable – 

sometimes people think we’ve invested money so it’s got to work, but sometimes if you 

invest and fail you learn even more. So we can’t see these things as failures, we’ve got to see 

them as opportunities to try things and sometimes you will reap the rewards and sometimes 

it will lead us down a different path but it doesn’t mean it’s not been a good use of money”. 

6.2.3 Barriers and challenges associated with support available 

Time 

One of the central barriers to accessing GPRISS interventions was time. In particular, GPs reported 

difficulties being able to take time away from clinical practice or secure protected time to attend 

training sessions, with some participants reporting having to take annual leave to attend. 

Furthermore, there were inherent challenges in travelling to attend interventions such as peer 

networks across large geographical footprints and simply not enough hours within the working day;  

“In general, people work a long hard week and no matter what time an event is, there will 

be some people who don’t want to give up some of their personal time. In general practice 

people regularly work 10 to 12 hour days and you don’t want to go to a talk afterwards or 

give up a day of your weekend with your family”. 

The GPs acknowledged feeling under pressure to ensure they were “doing the day job”, with the 

majority of GPs having to make a case for time away from the practice; “this time is essential, we 

have to invest in this upfront, so we can get the benefits down the line”. Of note, the GPs highlighted 

a number of other issues that had an impact on their time to access support. These included the 

multitude of changes within primary care, expensive and strict processes in terms of backfill, and 

allocated amounts of study leave, as described by one GP;  
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“the problem is when you’re working part time as a GP is that you only get part time study 

leave so you get half as much study leave as somebody who is working full time when 

actually you need just as much because you still need to know everything you still have to do 

your 50 hours of CPD a year which is on top of your day”. 

Some of the GPs in leadership roles within the GPRISS project attributed time as the main reason for 

low attendance at retention events and commented upon the expensive and financially 

unsustainable nature of interventions which incorporated all delivery costs and associated backfill 

costs for GPs to attend. For those who had been able to attend relevant sessions, there was also a 

feeling there was limited time to practise, reflect and consolidate what had been learnt, or maximise 

this development opportunity. Equally, a GP via the online survey reported that there were 

difficulties finding the time to share the skills learnt with others.  

Engagement with scheme 

Another barrier to GPRISS interventions was engagement. There was a general consensus across 

participants from different sites that there were a lot of interventions available when the GPRISS 

initiative was running. However, there was some disappointment and despondency about the extent 

to which GPs had engaged with these interventions; “So I think we created a very rich array of 

initiatives for people but I was a little disappointed overall with how much we managed to get 

everybody engaged”. 

Some participants attributed this lack of engagement to general differences between individuals, 

commenting that “we can’t please everyone all the time – there was something for everyone if they 

wanted it”. Conversely, other participants felt there might have been too many interventions 

available (“we couldn’t do it all”), within a short window of opportunity and significant 

consequences on clinical demand;  

“I think it’s probably too rich an offering, there was probably so much it made people go ‘I 

can’t cope with the work’ and that was part of the pressure of time – spend the money get it 

done and you know you can have this and this and this”. 

Participants also acknowledged specific barriers to engagement, including the limited time and 

“headspace” to process what were available and key individuals within practices who acted as 

“obstacles”. One GP explained that the support they accessed had occurred at the right time; 

however engagement is difficult while doing the day job;  

“It was a perfect time for me to do it as I was considering leaving and I was already on 

maternity leave…when you’re already ingrained in a work-life role you just keep going, you 

don’t look for a solution to burning out because you don’t realise that it’s happening”.  

Communication 

The observed lack of engagement with the GPRISS support packages is likely to be associated with 

another key barrier; namely, the perception of ineffective communication. There was a broad 

acceptance across participants that there was a lack of communication and publicity, resulting in 

varying attendance dependent upon geography within large STP/ICS areas, individual finding out 

about interventions fortuitously or as they were about to come to an end and the slow spread of 

information about the support available during the GRPISS programme. Methods of communication 
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such as emails and newsletters were criticised by participants; “it’s one of 50 emails that day and it 

doesn’t seem as relevant as it probably should be” or “it had been placed on the end of a newsletter 

that GPs didn’t read”. Others suggested there were problems with cascading of information; 

“information had been emailed out to all the right people but it wasn’t clear whether it was passed 

on further”. 

Representatives of the wider primary care workforce reported that they had a general lack of 

awareness of the GRPISS initiative running in their area. These participants were aware of problems 

with GP and nurse practitioner retention, but would welcome any information, education and 

knowledge about improvements made and how this impact on joint clinical working.   

Due to the perceived “passive or superficial” approach towards disseminating information, 

participants felt there was a lack of awareness among their peers and the wider GP community, and 

expressed concern that this would result in interventions not becoming embedded in the system, 

with more work required in the future to widely publicise what is available and how to access 

information. For participants with dual roles, for example individuals who had been involved in 

implementation, they stressed it had been difficult to share information across large STP areas.  

Stigma of help-seeking 

GPs commented on the stigma associated with attending some of the GPRISS interventions. For 

example, one GP explained there was a “massive stigma around mentoring and it felt like you were a 

failing GP if you requested mentoring”. This perception was reinforced by how the intervention was 

framed and offered to GPs who were “struggling and suffering from burnout”. The participant 

explained that mentoring is now being “sold differently”; however there is work to be done to 

embed such interventions in the NHS. Equally, one GP stated that “a lot of us are perfectionists and 

don’t like to admit we’re struggling”. Additionally, such feelings are likely to be compounded by the 

local nature of the support available, and that some interventions within the programme were 

delivered by and alongside other GPs;  

“The fact that we all know each other in the area, I think there is a massive issue with GPs 

going to a GP to for help. I certainly never went to see a GP to say that I was anxious, I 

wouldn’t have been able to bear the conversation, it would have just been too difficult”.  

6.2.4 Enablers for GP retention interventions 

 

Flexibility 

The overarching enabler for the majority of participants who had attended GP retention 

interventions was flexibility. This flexibility included the ‘when’ and ‘where’ of interventions, with 

events taking place on evenings and weekends, and moving around the geographical footprint to 

ensure equal access. Flexibility was also present within the design of the interventions, for example 

one participant described how attending events with their children and partner had created a 

family-centred approach during the event and that the chosen event wasn’t an adjunct to family life. 

A further example was offered by another GP who had engaged in a mentoring intervention, where 

they found the opportunity to select their own mentors based on personalities and needs, as well as 

flexibility in times and locations of sessions as significant enablers to their engagement. Other GPs 

interviewed felt that flexible retention initiatives which gave a practice or group of practices a 
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central focus and sense of autonomy to explore solutions in line with their specific needs were 

considered enabling factors;  

“A lot of practices know what they need to do in order to improve their situation, but what 

they need is to be given space, encouragement, time and support to make the changes”. 

Time – ideas to enable access 

As acknowledged in one of the previous themes, dedicated time to attend to access interventions 

was a significant barrier or challenge for GPs. While flexibility was highlighted as an enabler for some 

interventions, other participants felt more could be done; “GPs shouldn’t have to squeeze the time 

out of their personal lives to attend or receive help” nor should they have to use annual leave to 

attend as described by some participants.   

Some participants were hopeful that practices working together would create the opportunity to 

free up staff time in the future, whereas others felt that support and mentorship should be 

embedded into general practice culture with protected time for all staff to attend sessions. 

Inspiration could also be drawn from other initiatives in primary care such as the Queen’s Nurses. 

This initiative is a collective group of community and primary care nurses who have access to regular 

forums, attended by nursing staff from community matrons to nurse practitioners, focused on 

sharing practice across disciplines and feeling “united as a group of practitioners as opposed to it 

being them and us”. 

Participants highlighted that a different approach could be taken to existing education days or time 

out sessions. One GP felt that covering alternative topics within these sessions, or a similar funded 

event focused on available support for GPs, would provide the opportunity to overcome three key 

barriers; namely time, communication and stigma; 

“If there was a similar event that was funded in order to kind of speak to GPs about what 

support would be available, a general talk on resilience I guess, and more information about 

the support that’s available for people, not just that are struggling but just for GPs because 

it’s a hard job, I suspect that would get rid of some of the barriers - in that if it was a paid for 

session that took the GPs out of clinical work for the afternoon they would attend…if it was 

like our protected learning sessions which we all go to because its within work time, it might 

be quite illuminating for a lot of people, what is available”.  

Communication 

As demonstrated in the previous theme communication was cited as a barrier; in particular, 

challenges finding out and keeping up to date with the available support in the area. Conversely, 

some interviewees highlighted communication approaches that were beneficial, including joining 

mailing lists where opportunities were regular highlighted, a mobile phone application for GPs 

sharing news and details of the latest events, and the role of key individuals (appraisers or practice 

managers) who signposted opportunities.  

A central point of contact and administrative support were considered valuable enablers for GPs to 

see all types of support available to them. Furthermore, such an approach benefited those 

organising interventions: information could be collected about GPs preferences for locations, timing 

and content of future events. Participants involved in implementation highlighted that 
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communication was a two-way function and that feedback and evaluation data from GPs receiving 

interventions was integral to demonstrating the benefits and promoting the success of interventions 

through materials such as case studies. One GP even felt that providing feedback should be 

mandatory for those participating in interventions, especially where funding had been allocated. 

This information was also considered important to ensure schemes are regularly reviewed and 

decisions are taken to stop or refine the offer, “rather than doing the same thing again and again”.  

Funding  

Another key enabler was the available funding to dedicate time to specific interventions. 

Participants highlighted interventions like peer networks, where funded time for the GP leads 

enabled them to build a network, put on workshops and engage with their GP audience. Equally, 

back-filled sessions for GPs to attend relevant courses, when working towards a portfolio career, 

were described as an important enabler. Overall, a number of the participants felt that recurrent 

funding over a longer period of time would be a key enabler for interventions in the future; “now 

that we’ve started this process we can’t just pull the legs from underneath it, otherwise we’ll be in 

the same position we were in a few years ago.” 

‘The right people’: Staff considerations for GP retention projects 

GPs and primary care representatives felt that specific staffing considerations were critical to a GP 

retention programme of work. Firstly, the continuity of the staff planning, organising and leading the 

interventions was considered “very important”, as described; 

“In a short space of time, there have been a number of staffing changes within the CCG, 

meaning that there is no continuity of staff and their approaches. It means that projects are 

constantly being “restarted” and people are constantly trying to build relationships. 

Importantly, with CCGs being destabilised, it is unclear how staff will be retained”. 

Secondly, the depth within the project team, to have multiple project leads at site level would have 

been preferred to managing individual interventions and avoid relying upon existing primary care 

staff to implement, including adding to practice manager’s workload; 

“I think probably more project leads. I think it was a big ask for [name] to be doing it on their 

own really. Although we had a steering group which I was part of, there just wasn’t any 

spare capacity… if all the practices involved had to find up to two almost project leaders in 

each practice…so somebody would phone up to say, ‘right, this is the initiative this week, 

and this is how I propose we deal with it’. I don’t think we can underestimate how much it 

involves, individuals are quite limited on time to successfully implement the projects”. 

Furthermore, the opportunity to upskill existing members of the practice workforce as part of the 

intensive support project enabled a shared vision and responsibility to move forward with multiple 

GP retention initiative simultaneously;  

“I think the upskilling of various staff members that the ISS project made that absolutely 

clear that that was a need. I think it woke us up to all the things that are possible if we’ve got 

the time, the investment and the right people, if we’ve got all that in place then going 

forward it’s not as difficult. I think if you’ve just got one person in the practice, leading the 

way on all these initiatives that seems impossible”. 
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6.2.5 Next steps – Future focused general practice retention 

The fifth and final theme represents the discussions about ‘what next’ during the interviews and 

focus groups. This theme is split into three main sub-themes; I) retention of the wider primary care 

workforce, ii) creating a balanced and accessible offer for all GPs, and iii) tackling unresolved issues 

relevant to GP retention. 

Retention of the wider primary care workforce 

Overall, participants felt that action should naturally shift to the retention of the wider primary care 

workforce, with support provided for GPs as well as other staff in primary care. This echoes the 

sentiments of project representatives within the workshop. When interviewed, GPs and primary 

care representatives discussed a number of staff groups who they felt deserved support; in 

particular, they highlighted locums, administrative staff and nurses.  

With regard to locums, some participants perceived that locums had been overlooked by the GPRISS 

programme in their area, suggesting that a change in approach and attitude was required;  

“There doesn’t seem to be a plan of support for locums. The system has to stop thinking of 

them as the enemy. I think a lot of people in higher positions and long-term positions do 

think of them as the enemy and don’t want interventions to be available to them”. 

Conversely, another participant felt strongly that the locum way of working should be reduced or 

stopped, citing challenges relating to the pricing or charges associated with locums, and locums’ 

perceived lack of engagement with managerial responsibilities and administrative tasks. This 

participant suggested that system leads should assess why people choose to become locums and 

consider putting a cap on what they can charge, as well as consider introducing a GP role where 

locum GPs have to “at least dedicate a couple of sessions a week to doing a regular job”.  

Overall, across many of the interviews and focus groups there were calls for a more balanced 

approach to provide support for all types of GPs, including “bring locums into the fold” as “valuable”, 

“vital” and “huge” part of the workforce by no longer “thinking of them as an add-on”. Importantly, 

there is a need to allay the fears of GPs in long-term positions and acknowledge that “the system is 

pressuring people to become partners”. There was also the view that locums have chosen that 

lifestyle or flexibility for lots of different reasons (i.e. personal difficulties, differing life stages, a 

necessity) and should be retained within the system regardless. In fact, one participant alluded to 

some GPs opting to work as locums due to dissatisfaction with the traditional GP role;  

“What would really make or break retention is whether GPs feel supported, whether they 

will be able to grow in their roles and whether their workload is manageable. It’s not about 

establishing a work life balance; it has more to do with generating satisfaction at work. At 

the moment a good proportion of GPs want to do locum work because they can’t get all 

these things in their job”.  

Secondly, a couple of participants reflected on the importance of administration staff working in GP 

practices, including the positive impact that a skilled and highly functional admin team can have on 

GP retention;  

“For GPs to have a really good work-life balance you’ve got to have a fantastic admin team 

around them – (GPs) they will go where the practices function the best and the best 
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functioning practices absolutely need brilliant admin. So for me, if you create the right 

admin environment and put the GPs into that, they have a really good work life balance and 

therefore they want to stay”.  

Critically, another participant expressed concern about “the complexities of recording data in 

practice”, with the reception team being asked to do “more and more”. While the participant 

acknowledged the presence of available data tools, they suggested there was a need for a ‘hub’ like 

system sharing skills across the locality. This would include a designated lead, and further training 

and IT qualifications to increase the resilience of administration staff.  

Finally, nurses were considered as key targets within the primary care workforce for GPRISS-like 

support in the near future, with one participant describing that knowledge and lessons learned from 

the GPRISS initiative in their area had contributed to the development of retention programmes for 

nurses, as well as clinical pharmacists, social prescribers and physiotherapists. However, another 

participant commented that there was ongoing problem regarding the movement of nursing staff 

between organisations and the competitive nature of job offers making it increasingly difficult to 

retain staff;  

“They (senior clinicians) keep being poached into primary care. I would say a lot of the nurse 

practitioners working in the GP practices have historically come from our organisation, not 

all but a large proportion. I wonder if in the future rather than being a bit of a ‘them and us’ 

and who is better at recruiting these nurses. It’s quite attractive from a senior clinical 

position and from our organisation that’s quite a loss. I wonder whether there’s actually 

scope to do more work around working in primary care and utilising the skill in community 

provision as well. Maybe like rotational posts so we can learn from them and they can learn 

from us and accept that, rather than losing skills from our organisations”.  

A balanced and accessible support offer for all GPs 

In an extension of the above sub-theme, participants reported the need for all retention 

interventions to be available to all types of GPs. Feedback was offered on the support available 

during the GPRISS project, namely that interventions were targeted at specific groups of GPs such as 

newly qualified or pre-retirement GPs and other GPs felt frustrated and overlooked, as described by 

two participants from different sites below; 

“By providing a lot of support for one group of people, it means that it could leave out and 

disenfranchise another group” 

“we have had a little bit of pushback from that middle cohort saying ‘well I’d quite like to do 

that other non-clinical role because I’m feeling the clinical role’s a bit too much for me as 

well’ – you can’t please all the people all the time”.  

Importantly, this had occurred because many of the GPRISS interventions were being delivered as 

part of a pilot scheme and were targeted at specific groups of GPs to examine their effectiveness.  

Across the interviews different types of GPs were highlighted as in need of dedicated and tailored 

support, including female GPs who were deemed to be leaving the profession much earlier than 

men. Some participants felt that GPs coming to the end of their career required targeted support,  
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“I also think that there seems to be a distinct lack of focus on the GPs at the other end of 

their career and certainly having had the experience of a significant number of colleagues 

I’ve worked with over twenty years, who’ve got to 55 onwards, saying right we’re off now 

because being a GP is really hard and we don’t have to keep doing it but really enjoyed the 

job and just got worn out with it, I feel that we’re not doing enough to support that end of 

the workforce to keep them in”. 

Others suggested GPs at the start of their career were in need of support, particularly to help them 

transition into salaried or partner roles. Furthermore, the pattern of GPs retiring earlier was deemed 

to be having an impact on younger GPs, who require “the emotional support of more experienced 

colleagues” and “support infrastructure for them to succeed in the job”.  

Alternatively, an overarching view may be to accept that GPs at different career stages have 

different needs and that their willingness to engage with specific interventions will vary, as described 

by this participant:  

“(Mentoring has) really helped me and I’m more than willing to accept that help at this stage 

because I feel like I still haven’t learned how to be a GP properly yet and I’m thrilled to have 

an experienced GP giving me his take on things. I guess at the end of your career you might 

not be as willing to accept that or you might not feel that’s appropriate for you because 

you’re very experienced in your job and someone telling you to do something differently 

might come across as very patronising so it might not be something you want to access”. 

Overall, participants were in agreement that what was needed going forward were the opportunities 

for engagement, reflection and “appraisal of need” before accessing support. GPs interviewed 

suggested that a mechanism was needed to “perform individual assessments to identify tailored 

ways of support individuals”, with the acceptance that asking if any support is needed is “the first 

and most important step” as GPs are not used to being asked whether they require support. It was 

widely accepted that every GP is unique and different primary care teams require different types of 

support was considered critical. Moreover, future GP retention initiatives could be adapted to 

support different groups within the GP population, for example initiatives to support locums as well 

as new parents return to work after maternity or paternity leave.  

Addressing unresolved issues relevant to GP retention 

Three further issues were raised over the course of interview and focus group discussions, which 

some participants felt were related to GP retention and required attention moving forward. The first 

of which focused on the removal of seniority payments for GPs, arguably perceived as ‘doing more 

for less’;  

“…as you went through your career and became more experienced, you got incremental 

increases, and that was taken away. But what they didn’t seem to appreciate was that 

actually GPs as they went through their career were taking more roles on within their 

practice like leadership roles. So effectively, now you get people saying ‘why would I do 

that?’ you sort of work clinically and don’t do any of that leadership stuff because, you know 

I’ve had a pay cut. So there’s something about trying to recognise that different people need 

different things in different parts of their career and GPRISS could maybe look at that a little 

bit more”. 



 

38 
 

The second issue was a concern regarding the GP fellowship programme, with one participant 

commenting that the programmes are of real value, however “making them mandatory can reduce 

the flexibility for newly qualified GPs” and “increase stress rather than reducing it”.  The participant 

felt that a fellowship programme was not for “everyone”, as it could “tie” you to one place for three 

years.  

The third and final issue was linked to income and payments for practices, with one participant 

commenting upon the types of interventions available; “None of these interventions address 

reduced income for PMS practices, reduction in QOF, or loss of income from extended hours”. 

7. Implications & Recommendations 

Based on the findings from the survey, interviews, focus groups and workshop, there are a number 

of emerging recommendations for NHSEI, STP/ICS leaders, local commissioners, and others working 

to improve GP retention and ultimately to create more capacity in general practice. Some of these 

recommendations are shorter term while others may require further system changes or for 

groundwork to be laid. 

Focus on the quick wins: Both quantitative and qualitative components of this evaluation 

demonstrated that individual-level interventions such as peer support networks as well as coaching 

and mentoring interventions provided the biggest impact and the quickest returns. These 

interventions had the highest ratings and yielded improved resilience, created support networks and 

reduced feelings of isolation. Such positive outcomes were reported by individual GPs, as well as 

observed in peers and across the general practice community at the intensive support sites. 

Address the unmet needs:  Interventions tended to alleviate personal stressors (such as isolation 

and feelings of limited career development) as well as stressors associated with capacity and 

workload. However, continued efforts need to be made to address the unmet need for additional 

resources within practices and the need to manage patient expectations and complaints. Unresolved 

issues relevant to GP retention, such as practice income, seniority payments and the mandatory 

nature of fellowships, also need to be addressed.  

Strengthen communication channels: Participants highlighted communication as both a barrier and 

enabler. This observation demonstrates how crucial it is to engage GPs in an effective and inclusive 

manner at all stages of a retention initiative. Examples of effective engagement involved the use of 

multiple communication channels by individuals assigned with providing a central interface for GP 

engagement. Communications, should not only involve highlighting opportunities but should also 

involve dissemination of evidence of the good work being performed and the benefits yielded 

especially in relation to system-level interventions (integration, primary care at scale, NHS standard 

contract provisions) which individual GPs or practices may have limited direct exposure to.  

Ensure strategic alignment across local systems: Qualitative evidence highlighted the need for 

strategic alignment and flexibility between key organisations to create efficiencies, avoid duplication 

and combine available funding for GP retention. This is crucial to avoid multiple offers overwhelming 

local systems. Importantly, entities such as PCNs and training hubs have the potential to become key 

players in retaining not only GPs but also the wider workforce. To ensure PCNs and training hubs are 
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effective in supporting the system further clarity and guidance is needed around their roles, 

responsibilities and spheres of influence.  

Capitalise on multiple data sources: An important theme that came to light in the workshop was 

that no single data source provided an accurate picture of the effectiveness of GP retention 

initiatives. Direct indicators, such as GP FTE figures, tend to be lagging indicators that require more 

time to demonstrate the impact of retention initiatives on GP numbers. Moreover, it is difficult to 

attribute changes in GP numbers to a single factor in a system with multiple factors in play. With this 

in mind, indirect indicators such as surveys and qualitative assessments (like those used in this 

study) could be used as supportive evidence. Importantly, they can offer nuances of why 

interventions work in some contexts and not in others.  

Targeting GPs at all stages of their career: Future retention interventions should be available and 

accessible to all types of GPs, regardless of their career stage. Qualitative evidence highlighted that 

the targeted approach of GPRISS interventions had left some GP groups feeling overlooked and 

there is a need moving forward for support offers to be inclusive, tailored and guided by appraisal of 

need and self-reflection. However, as highlighted in the quantitative data, efforts need to be made 

to provide support for GP partners who are not approaching the age of the retirement. This is the 

only group that is in decline at GPRISS sites and nationally. Interventions are in place to focus on 

those approaching retirement (Wise 5s) but the data indicates that something needs to be done to 

target partners in their mid-careers who are considering leaving the profession. 

Roll out to the wider primary care workforce: Qualitative evidence from the interviews, focus 

groups and workshops demonstrates the clear message that emphasis needs to shift onto the 

retention of all primary care workforce. Primary care is a multidisciplinary workforce, which will 

become more diverse as the PCN’s evolve. Therefore, it is important to identify and manage 

retention challenges in all primary care professionals in the future.  

Break down the barriers: NHSEI, STP/ICS leads and other stakeholders developing future retention 

programmes will need to break down the identified barriers to successfully engage GPs and create 

sustainable retention initiatives. The qualitative evidence from both of our evaluation reports has 

demonstrated that GPs require protected time away from clinical practice to engage with support 

and professional development opportunities. Furthermore, consideration should also be given to 

breaking down the stigma associated with accessing support. Recurrent funding is of critical 

importance to sustainable retention initiatives and can enable consistent or longer term provision of 

interventions alongside the continuity of staff to facilitate retention programmes.  

 

 

  



 

40 
 

8. Appendices 

Appendix A: GP retention intensive support site profiles 

GPRISS sites varied considerably in size, with catchment populations ranging from 144,464 to 

1,759,774 people. When considering Index of Multiple Deprivation (IMD) scores, the official measure 

of relative deprivation in areas of England, five GPRISS sites fell within quintile four (the second most 

deprived quintile). Only Mid and South Essex, and Weston and Worle sites had scores of quintile 

three (the middle). When examining the age distributions across sites, the Isle of Wight CCG and 

Weston and Worle had high proportions of people aged over 60 (34% and 30% respectively) 

whereas Newham CCG had the highest proportion (41%) of people aged between 20 and 39 years. 

Site-reported factors affecting GP retention were wide and varied. Some of the main factors 

included: 

 Geography: Rural areas struggle to keep trainees, post-qualifying, due to the pull of big 

cities.  

 High patient-to-GP ratios and increasing workload (appointments, prescriptions, lab results, 

and letters) quickly lead to burnout. 

 Minimal development of wider primary care staff means there is little support available. 

 Ineffective recruitment: Some practice vacancies have remained unfilled for long periods of 

time despite persistent advertising. 

 Mid-career GPs (in salaried and partner roles) feel that locum work provides a better work-

life balance. 

 Fewer GP partners leading to more single-handed practices that struggle with demand. 

 Communication and collaborative working are yet to be established across GP federations. 

 Inappropriate premises: Some practices are located in premises not suitable for modern 

primary care. 

 Pressure on acute trusts is transferred to primary care to pick up the excess workload. For 

instance, a deficit in hospital beds means that patients invariably have to be looked after by 

primary care services. 

  



 

41 
 

The Black Country 

 Locality type: Sustainability and Transformation 
Partnership (STP) 

 Population: 1,456,506 

 IMD score: 31.1 (Quintile four, second most 
deprived) 

 

Local population age profile  

 

General practice statistics 

At the start of the GPRISS initiative, in October 2018, there were 802 GPs working in 217 practices across the Black 
Country. This equates to an average of 3.7 GPs per practice, less than the national average of 5.4. In some areas within 
the STP workforce deficits are stark: Up to 28% of practices have 1.5 Full-Time Equivalent (FTE) GP roles or fewer. With 
a quarter (24.5%) of GPs in the region over the age of 55, it is considered that workforce deficits will get considerably 
worse over the next decade. 

Average list sizes within the STP are generally smaller than other practices in the country, but the average number of 
patients per GP is approximately 200 more than national estimates (1589 pts. per GP). Using the monthly rate of 
practice appointments as an indicator of workload, data highlights that general practices in the Black Country have 
fewer patient appointments per month compared to the rest of the country. However, individual GPs have more 
appointments per month than their counterparts elsewhere (451 vs. 394 appointments).  

Site-reported factors affecting retention 

 CCGs are very good at training GPs but are not able to keep them in the medium-to-long term due to the pull of 
big cities (such as Birmingham) 

 Burnout is cited as an issue, especially in Wise5s who are often single-handed GPs. GPs in the middle of their 
careers (in salaried and partner roles) are finding it difficult balancing work with family commitments, and feel that 
locuming provides a better balance. 

 Many older GPs are approaching retirement.  

 Communication and collaborative working are yet to be established throughout federations: patients can 
encounter different approaches and directories of services between practices within federations 

Interventions 

Individual 

 One-to-one coaching 

 One-to-one peer mentoring 

 Pre-retirement coaching 

 Peer Support 

Practice 

 Team-based coaching 

 Portfolio career roles 

 Learning in Action 

 Productive General Practice (PGP) Quick Start 

System 

 Development of new models of care (including primary care at scale) 

 Transitioning to Primary Care Networks and Integrated Care systems 

 Primary and secondary care interface toolkit 

 GP recruitment programme 

 Participation in a range GP Forward View projects 

 

25%

29%
26%

20%

0 to 19 years 20 to 39 years

40 to 59 years 60+ years
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Isle of Wight 

 Locality type: Clinical Commissioning Group 
(CCG) 

 Population: 144,464 

 IMD score: 23.1 (Quintile four, second most 
deprived) 

 

Local population age profile  

 

General practice statistics 

In October 2018, there were 77 GPs working in 16 practices on the Isle of Wight, equating to 4.8 GPs per practice. This 
is not too far below the national average of 5.4 GPs per practice. Of the 62.5 FTE roles on the island, 42% of GPs have 
indicated that they intend to leave or retire from the profession in the next five years.  

Average patient list sizes in the CCG (9050 patients) are larger than the country’s average (8534 patients), and the 
average number of patients per GP is approximately 300 more than national estimates (1589 pts. per GP). Using the 
monthly rate of GP-led appointments as an indicator of workload, GPs in the locality have an average of 14 more 
appointments per month than their counterparts on the mainland (408 vs. 394 appointments per month). It has been 
projected that the elderly demographic will contribute to a 35.5% increase in demand for appointments by 2022, 
requiring an additional 35.5 FTE GP roles. 

Site-reported factors affecting retention 

 Geography: The Island is not readily accessible from the mainland and has some of the highest ferry fares in 
Europe. This affects both recruitment and retention of both permanent and locum GPs. 

 Tier 2 recruitment: Practices are finding it increasingly difficult to get the right visa/sponsorship support. In the end 
practices and prospective GPs give up. 

 Pressure on acute trusts is transferred to primary care to pick up the excess workload. For instance, a deficit in 
hospital beds means that patients invariably have to be looked after by primary care services. 

 Previous criticism about the schooling system has made the island less appealing to families. 

Interventions 

Individual 

 One-to-one coaching 

 Mentorship training 

 Peer support networks 

 Educational programmes 

 Portfolio career roles 

 Options for GPs approaching retirement 

Practice 

 Team coaching 

 IT equipment for out of hours working 

 e-consultation systems 

 IT solutions for booking locums 

 Career development roadmaps 

 Acute visiting service 

 Protocols for management of patients in care homes 

 The Time for Care programme or GP Quick Start 

System 
 GP recruitment 

 Primary and secondary care interface toolkit 

 

19%

20%

27%

34%

0 to 19 years 20 to 39 years

40 to 59 years 60+ years
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Lancashire & South Cumbria 

 Locality type: STP 

 Population: 1,759,774 

 IMD score: 25.4 (Quintile four, second most 
deprived) 

 

Local population age profile  

 

General practice statistics 

At the beginning of the GPRISS initiative, there were 1,024 GPs working in 199 practices across Lancashire & South 
Cumbria, equating to 5.1 GPs per practice. This is close to the national average of 5.4 GPs per practice. Overall, 21.1% 
of GPs in the STP are over the age of 55, and CCGs like Blackpool have reported a 13.2% reduction in numbers of GPs 
from this age group. In Morecambe, a well-established federation is already participating in the national GP Career Plus 
initiative in order to support local practices.  

List sizes across the STP are generally smaller than the national average, but each GP in the area has approximately 477 
more patients to manage compared to other GPs in the rest of England (1589 pts. per GP). Using the monthly rate of 
GP-led appointments as an indicator of workload, GPs in the two CCGs have an average of 51.5 more appointments 
each month than their counterparts (445.5 vs. 394 appointments per month). The demand for GPs is so great, it is 
estimated that 46 additional GPs are needed, year on year, to meet wider STP targets.  

Site-reported factors affecting retention 

 Staff development: There is a need to offer training and development opportunities to existing practice staff to 
invest, develop and ‘grow our own’.  

 Overall practice staff need more training and development 

 Difficulties retaining GPs once trained: Positives in terms of available places and numbers on training courses, 
however limited success in maintaining or securing GPs to stay in the local area.  

 Recruitment: Some practices have had vacancies open for long periods of time, despite persistent advertising 
there has been limited interest and posts which remain unfilled.  

 Ageing workforce: Across the intensive support site geographical area, there are a high percentage of GPs who are 
over the age of 55, as well as other staff within the wider practice workforce who are of a similar age. This is in 
part due to the rural nature of the area, where GPs and the wider primary care workforce tend to settle for many 
years.  

Interventions 

Individual 

 Leadership programmes for GPs 

 Leadership offers for admin/managerial staff 

 Clinical supervision and other training 

 One-to-one coaching 

 NHS Collaborate events 

 Portfolio career roles 

 Support for Allied Health Professionals 

 Lead GP roles to support employment and placement of physician associates 

 Engagement of Female GPs 

Practice 
 Practice-based workforce support  

 The Time for Care programme 

System  Organisational Development sessions 

 Workforce modelling tools 

23%

25%
27%

25%

0 to 19 years 20 to 39 years

40 to 59 years 60+ years
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 Health and wellbeing navigator roles (social prescribing signposting) 

 Implementation of the NHS standard contract 

 National NHSEI initiatives (such as GPFV training, Resilience programme or Practice 
manager development programme) 

 

Mid & South Essex 

 Locality type: STP 

 Population: 1,219,651 

 IMD score: 18.7 (Quintile three, in the middle) 

 

Local population age profile  

 

General practice statistics 

Mid and South Essex had 603 GPs working in 159 practices across at the beginning of the GPRISS initiative. This equates 
to 3.8 GPs per practice; considerably lower than the national average (5.4 GPs per practice). The average practice list 
sizes in the STP are, approximately 1,000 patients lower than the national average, but each GP in the area has, on 
average, 396 more patients to manage compared to their counterparts the rest of England (1589 pts. per GP). Using 
the monthly rate of GP-led appointments as an indicator of workload, each GP in the STP has an average of 70 more 
appointments each month than their counterparts (464.5 vs. 394 appointments per month).  

Site-reported factors affecting retention 

 It is becoming increasingly difficult to recruit GPs in rural areas. Locum GPs fill the shortfall locum but there is no 
incentive for them to become partners. 

 In urban areas, there is high turnover due to burnout. Some GPs are leaving or retire early because the feel that 
there is not enough time to do the job justice. Those who remain are made to work harder.  

 Decreasing numbers of partners is leading to increasing numbers single-handed GPs. At times, single-handed 
practices have had to close their lists. 

 Training vacancies are easily filled but as soon as trainees qualify, they leave due to the allure of big cities like 
London. Additionally increasing numbers of trainees view being a locum as akin to becoming an independent 
contractor and having a more flexible lifestyle. 

Interventions 

Individual 

 Portfolio and other GP extended roles 

 One-to-one coaching 

 Support for newly-qualified and trainee GPs (e.g. The Next Generation GP programme) 

 Peer support networks 

 Improving training infrastructure for trainees 

Practice 
 Use of 15-minute GP appointments 

 GP Quick Start 

System 

 
 
 
 

 Primary and secondary care interface toolkit 

 Marketing and promotion of the area 

 Marketing and promotion of national retention initiatives 

 National NHSEI initiatives (such as GPFV training, Resilience programme or Practice 
manager development programme) 

23%

25%28%

24%

0 to 19 years 20 to 39 years

40 to 59 years 60+ years
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Newham 

 Locality type: CCG 

 Population: 399, 366 

 IMD score: 32.9 (Quintile four, second most 
deprived) 

 

Local population age profile  

 

General practice statistics 

Between 2015 and 2018, Newham experienced a 6% reduction of GP numbers (equating to a loss of 11 FTEs). At the 
start of the GPRISS initiative (October 2018), there were 202 GPs working in 51 practices across Newham. This means 
that the CCG has an average of 1.4 less GPs per practice than the rest of the country (Newham, 4.0; National average, 
5.4). In relation to the average age of GPs, Newham is ranked in the top quartile: approximately 33% of the workforce 
are over 55, and 23% are over 60. According to information gathered by the CCG, up to 50% of GPs are actively 
considering leaving. 

Average practice list sizes in Newham are generally smaller than other practices in the country (7943 vs. 8533 
patients), but the average number of patients per GP is approximately 417 more than national estimates (1589 pts. per 
GP). This puts Newham in the six top boroughs in London. In relation to workload, data highlights that GPs in the CCG 
have more patient appointments per month compared to the rest of the country (469 vs. 394).  

Site-reported factors affecting retention 

 Over the past five years, the population has grown by approximately 50,000 people but GP numbers have 
remained relatively static, making it difficult to manage workloads.  

 Numerous vacancies are unfilled across the CCG.  

 The locality struggles to hold on to younger GPs post qualification. They often cite more challenging roles, better 
family life, and shorter commutes as reasons for leaving. 

 Older GPs are leaving for other London boroughs, countries or professions that offer a more appealing work-life 
balance. 

 Pay in Newham is lower due to the fact that it is outside the inner London supplement area. 

Interventions 

Individual 

 Practice manager coaching and mentoring 

 1:1 Coaching Offer for GPs 

 GP mentoring schemes 

 Primary Care Leadership programme 

 Quality Improvement (QI) programme 

Practice 

 GPTeamNet intranet portal or Clarity Appraisal software 

 Data Quality Improvement 

 Practice Policy Support 

System 

 Digital engagement 

 A Shared Learning steering group 

 Provision of the NHS standard contract (QI Champions) 

 

 

25%

41%

24%

10%

0 to 19 years 20 to 39 years

40 to 59 years 60+ years
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North Kirklees and Greater Huddersfield  

 Locality type: two adjacent CCGs  

 NB: unless otherwise stated, all figures refer to 
the combined totals or averages across the 2 
CCGs 

 Population: 442,214 

 IMD score: 24.7 (Quintile four, second most 
deprived) 

Local population age profile  

 

General practice statistics 

At the beginning of the GPRISS initiative, there were 215 GPs working in 64 practices across the two CCGs, equating to 
3.4 GPs per practice. This is the lowest rate of all GPRISS sites, with the average practice in the area having 2 less GPs 
than other practices in the country. In North Kirklees, 33% of the GP workforce is over the age of 55. This is 11% higher 
than the Yorkshire and Humber region average. 

List sizes across the two CCGs are generally smaller than the national average, but each GP in the area has 
approximately 477 more patients to manage compared to other GPs in the rest of England (1589 pts. per GP). Using 
the monthly rate of GP-led appointments as an indicator of workload, GPs in the 2 CCGs have a combined average of 
51.5 more appointments each month than their counterparts (445.5 vs. 394 appointments per month). The demand 
for GPs is so great, it is estimated that 46 additional GPs are needed, year on year, to meet wider STP targets.  

Site-reported factors affecting retention 

 Small number of GP training practices across the North Kirklees and Greater Huddersfield CCGs areas, 
therefore limited opportunity to train and retain new GPs in the local area.  

 Perceived attractive opportunities in cities or towns nearby, such as Leeds, York, Bradford or Harrogate. 

 Suitability of premises is an issue: some practices are located in premises that are not ideal for modern 
primary care.  

Interventions 

Individual 

 Next Generation GP programme 

 Individual coaching 

 Leadership development programme 

 Mentorship programme 

Peer networks 

Practice 

 Practice- or team-based coaching 

 Support for training practices 

 Funding for practice-led interventions 

System  Stakeholder engagement 

 

 

  

25%

27%
26%

22%

0 to 19 years 20 to 39 years

40 to 59 years 60+ years
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Weston and Worle 

 Locality type: an area comprising 11 practices 
in Weston, Worle, Banwell and Winscombe.  
o These practices fall within the North 

Somerset Upper Tier Local Authority (LA). 
The North Somerset Upper Tier Local 
Authority falls within the Bristol North 
Somerset & South Gloucester CCG 

 North Somerset Upper Tier LA Population: 
459,252  

 North Somerset Upper Tier LA IMD score: 15.8 
(Quintile three, in the middle) 

Local population age profile  

 

General practice statistics 

At the beginning of the GPRISS initiative, there were 600 GPs working in 79 practices across the Bristol, North Somerset 
and South Gloucester CCG. This is the highest rate of all GPRISS sites; higher than the national average (7.6 vs. 5.4). The 
ageing GP workforce in Weston is masked by a younger demographic across the wider CCG. Within Weston, 35% of 
GPs are over 50 years and 25% are over 55 years. In two practices, 100% of GPs are over the age of 55. 
 
Practice list sizes across the North Somerset are higher than national average but each GP in the area has marginally 
(approximately 23) more patients to manage compared to other GPs in the rest of England (1589 pts. per GP). GPs in 
the area have a combined average of 40.2 more appointments each month than their counterparts (434.2 vs. 394 
appointments per month).  

Site-reported factors affecting retention 

 There are challenges managing appointments due to a high patient-to-GP ratio. This often results in more 
appointments than slots/sessions. Challenges are exacerbated by GPs reducing their sessions and an overreliance 
on locums.  

 Apart from appointments, prescriptions, lab results, and letters compete for GPs’ time and attention. 

 Property management is an issue as all but 2 practices in Weston are converted Victorian buildings. 

Interventions 

Individual 

 Apprenticeships and portfolio career roles 

 One-to-one coaching 

 Training on personal effectiveness and change management 

 Change facilitation support 

 Change roles for GPs approaching retirement 

Practice 

 Care Homes Project 

 EMIS (electronic patient record system) optimisation 

 Workflow optimisation 

 Practice team coaching 

System 

 GP Team Net 

 Home visiting service business case 

 New front-end website and launch of askmyGP 

 Development of a prescribing hub 

 

  

22%

21%

27%

30%

0 to 19 years 20 to 39 years

40 to 59 years 60+ years
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Appendix B: Survey question outline 

Demographic Questions 

1. What is your GPRISS location?  

2. What is your gender?  

3. What is your role within primary care? 

4. Are you part of the GPRISS implementation team? 

5. In what capacity are you employed in general practice for the majority of your sessions? 

6. At what stage are you in your career as a GP? 

7. Please estimate the size of the current/most recent practice you have worked in? 

Questions for GPs 

Note: GPRISS aims to address local challenges facing GP retention. As a result, national factors such 

as pensions and indemnity are out of the scope of the initiative. 

8. Please select all the interventions that you have taken part in? 

 For each intervention that you or your practice have taken part in, please rate whether 

you feel it has had a positive impact on your job satisfaction (0 no impact, and 10, a 

significant impact). 

9. Please indicate what impact the interventions you have received have had on the 

following job stressors. Note – participants were asked to rate the impact from 

significantly worsened to significantly improved using a sliding bar scaled from -100 to 

100. 

10. Please feel free to add any comments related to your above responses. 

11. Overall, I feel that the combined impact of all interventions I have received has improved 

my job satisfaction. 

12. As a result of the GPRISS initiative, I feel more supported in my role compared to this time 

last year. 

13. I feel that practices have benefited as a result of the GPRISS initiative. 

14. I feel that the wider primary care system has benefited as a result of the GPRISS initiative. 

15. I feel working relationships and collaborative working have improved in my local area as a 

result of the GPRISS initiative. 

16. I feel patients have benefited as a result of the GPRISS initiative. 

17. Overall, I feel more optimistic about general practice. 

18. After participating in the GPRISS initiative, are you more or less likely to stay in general 

practice in the next 6 to 12 months? 

19. After participating in the GPRISS initiative, are you more or less likely to stay in the area in 

the next 6 to 12 months? 

20. After participating in the GPRISS initiative, are you more or less likely to scale back your 

working hours in the next 6 to 12 months? 

Questions for wider primary care (e.g. practice managers, CCG leads etc.) 

21. Please select all the interventions that you have taken part in? 

22. The GPRISS initiative has had a positive impact on GPs compared to 18 months ago. 

23. I feel that practices have benefited as a result of the GPRISS initiative. 
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24. I feel that the wider primary care system has benefited as a result of the GPRISS initiative. 

25. I feel working relationships and collaborative working have improved as a result of the 

GPRISS initiative. 

26. I feel the GPRISS initiative has created a positive momentum for change. 

27. I feel patients have benefited as a result of the GPRISS initiative. 

 

Appendix C: Intervention themes 

Intervention theme Interventions 

Back office systems  Workflow optimisation systems 

 IT equipment for out of hours working 

 e-consultation systems 

 IT solutions for booking locums 

 GP Team Net  

 EMIS optimisation 

 Clarity Appraisal software 

 Ask my GP 

Capacity and 
workload 

 15-minute GP appointments 

 The Time for Care programme 

 Productive General Practice (PGP) Quick Start  

 Health & wellbeing navigator roles (social prescribing) 

 Setting up home visiting services 

 Workforce modelling tools (e.g. Apex tool) 

Career development 
& portfolio careers 

 Portfolio careers roles 

 Options for GPs approaching retirement 

 Other GP extended roles 

 Career development roadmaps 

Coaching and 
mentoring 

 One-to-one coaching for GPs 

 Pre-retirement group coaching 

 Peer mentoring 

 Mentorship training (training to become mentors) 

 Practice or team-based coaching 

 Coaching and mentoring practice managers 

Communications and 
engagement 

 GP recruitment programmes 

 Stakeholder engagement (including engaging female GPs) 

 Digital engagement (including social media) 

 Marketing and promotion of the local area 

 Marketing and promotion of national retention initiatives 

Education and 
training 

 Learning in Action 

 Educational programmes 

 Clinical supervision and other training 

 Training on personal effectiveness and change management  

 Change facilitation training 

 Support for training practices 
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Integration / Primary 
Care at Scale 

 Development of new models of care, including primary care at scale 

 Transitioning to Primary Care Networks and Integrated Care 
systems 

 Acute visiting services 

 Processes for managing patients in care homes 

Leadership 
development 

 Leadership programmes for GPs (such as Next Generation GP) 

 Lead GP roles 

 Leadership offers for admin/managerial staff 

 Quality Improvement programmes 

Peer support  Peer support networks and programmes 

 NHS Collaborate events 

NHS Standard 
Contract Provisions 

 Primary and secondary care interface toolkit 

 Implementation / provision of the NHS standard contract 

Other  Interventions other than those mentioned above: e.g. 
organisational development sessions, setting up prescribing hubs, 
participation in GP Forward View projects and other national NHSEI 
initiatives (such as resilience programmes). 

 

Appendix D: Summary of GP survey responses at baseline 
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Appendix E: Participant characteristics for qualitative fieldwork 

 Type of participant Site Intervention 

1 GP Greater Huddersfield & 
North Kirklees 

Local practice funding to become a GP 
trainer 

2 GP Lancs & South Cumbria Red Whale Education Event 
Support for Clinical Directors 
Leadership training 
Witnessed remote working IT 
equipment support 

3 GP Lancs & South Cumbria Red Whale Education Event 
Mentoring through GP trainer 
Coaching via change facilitator 
Support from retainer scheme* to work 
flexibly 
*Not formally a part of GPRISS, separate NHSEI 
initiative.  

4 GP Weston All commented upon: 
Digital transformation (New front 
door/access model) 
Digital optimisation & GP TeamNet 
Locality website 
Coaching 

5 GP Weston 

6 Practice Manager Weston 

7 Community Matron Weston Overarching impact of GPRISS initiative 
in locality 
Overarching impact of GPRISS initiative 
in locality 

8 Ops Manager 
/ Community Matron 

Weston 

9 GP – Salaried Newham All have been involved in the coaching 
and mentoring and some had been 
involved in the leadership programme 

10 GP – Salaried Newham 

11 GP – Salaried Newham 

12 GP – Sessional  Newham 

13 GP – Sessional  Newham 

14 GP – Retired & Trainer Newham 

15 Practice Pharmacist Newham 

16 GP – Newly qualified Black Country All commented upon: 
First 5/Peer network 
Coaching and mentoring  
Portfolio careers 

17 GP Black Country 

18 GP – Newly qualified Black Country 

19 Clinical lead Mid & South Essex All commented upon;  
15minute appointments 
First Five network 
One to one coaching 
GP-Consultant exchange  

20 Clinical lead Mid & South Essex 

21 GP - Partner Mid & South Essex 

22 GP - Salaried Mid & South Essex 

23 GP - Salaried Mid & South Essex 
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Appendix F: Focus group/Interview guide for qualitative fieldwork 

Focus Groups/Interview - Discussion Guide 

1. Introduction to GPRISS (Rapport building/Information sharing for the group) 

a. What has GPRISS meant for general practice in your locality?  

2. GPRISS interventions 

a. What interventions have you taken part in and what do they entail? 

b. Why did you choose to take part in (or receive) this intervention? 

3. General feedback on interventions received 

a. What do you think of the intervention(s) you have received? 

b. What are the positive effects or outcomes you associate with this intervention? 

c. What are the negatives or challenges associated with this intervention? 

d. Weighing both the positive and negative effects of the interventions you received, what 

do you think is the overall impact of GPRISS on your working life?  

4. Job satisfaction & retention 

a. What impact has the support you have received had on your job satisfaction and 

perceptions of working as a GP/in general practice? 

b. What feedback have you heard from other GPs or other members of the primary care 

workforce about the interventions and the impact on job satisfaction 

c. What effect do you think the type of support you received will have on retaining GPs? 

5. Local area 

a. How have the different types of support delivered under GPRISS affected primary care in 

your area?  

Prompts – more or less likely to stay in general practice? 

More or less likely to stay in the area? 

More or less likely to scale back your working hours? 

b. What else is going on which is similar in your locality?   

6. Feedback on accessibility, other types of support and suitability of intervention received 

a. What are the barriers or enablers to accessing available GPRISS interventions?(Prompt: 

Barriers & enablers to access) 

b. Would you change anything about the support you have received under the GPRISS 

initiative? (Prompt: If so, what?).  

c. Based on your experience being involved with a GPRISS intervention, what would you 

recommend should be done to ensure that GPRISS and other GP retention initiatives are 

sustainable in the future? (Prompt: Opportunity to identify the actions that should be done 

everywhere; the must do’s) 

 



 

53 
 

7. Future plans 

a) Which interventions do you think have worked best, and for which GP groups? (Prompt: 

Most effective intervention?) 

b) Apart from the support you have received, are there other types of support that would be 

helpful in improving your job satisfaction and ways of working within general practice? 

Is there anything missing? Are there any important areas or issues that GPRISS does not address? 

c) What do you think the future impacts of the GPRISS intervention will be? (Prompts: On 

different aspects…e.g. GP retention, atmosphere in general practice, GP wellbeing etc.)  

8. Closing remarks 

Anything further which our discussion today has not covered? 

Any questions or concerns? 

Prompt: If questions or concerns are not for this forum, focus group members are invited to contact 

evaluation team separately (contact details on information sheet given to all participants).  
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Appendix G: Six thinking hats workshop exercise on PCNs 

 

Planning  
What is the goal? What thinking is needed? What are the required steps? 

 Important to scope future benefits and dis-benefits of PCNs for GP retention.  

 Iterative approach welcomed; evaluate status quo, set priorities and assess performance. 

 PCNs ability to help will depend on how much they able to share within specific geographies. 

 PCN require compatible IT systems and comms strategies for informational continuity.  

 

Facts  
What do we need to know? What information is available? 
What information is missing? 

 We know how many PCNs will exist, the expected delivery (i.e. services as a network), type of 
workforce (i.e. a wider skill mix) and investment available for next 5 years.  

 Widespread impact; different ways of working requires workforce development.  

 Varying supply and demand for additional roles; data tools important (Apex/local dashboards).  

 

Emotions  
What is my gut reaction? How does it make you feel?  
What does your intuition tell you? 

 Excited – A real opportunity to facilitate what is both needed and wanted. 

 Motivation – dependent upon mergers, changes to terms & conditions, and perceived equity.  

 Apprehensive – ‘We have been here before’; has the ground work been done to establish 
strong working relationships?  

 Curious – Are patients ready for PCNs? Is there system-wide commitment? 

 

Caution 
Why should we be cautious? What are the risks? What are the weaknesses? 

 Does the wider workforce exist? Time is needed to develop workforce/skills for expansion.  

 Varying knowledge about roles, associated responsibilities and alignment to new pathways.  

 A risk of potential haemorrhage from acute, ambulance and other services into primary care. 

 Risk of widening inequality – hard to reach patients could be overlooked by focusing on frailty, 
diabetes, etc. 

 Flooded market place with multiple offers from NHSEI, BMA, RCGP & training providers.  

 

Optimism 
What are the benefits? How can we make this work? What will go well? 

 5-year commitment, broad acceptance, ring-fenced investment and a clear direction of travel. 

 Alignment between PCNs and existing local strategies, validating local ideas. 

 Scale and expertise – efficiencies are possible by sharing roles/functions across networks. 

 Flexible working opportunities for GPs; continuity and better care for patients. 

 

Creativity 
What are the options? How else could we look at this? 
What are your suggestions? 

 Balance between meeting clinical demand vs. access to opportunities. 
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 Do we need more GPs or more staff built around GPs?  

 Consistent strategy across primary and secondary care, and policies which encompass 
competing models of general practice (i.e. Modality, Hurley Group & Babylon).  

 ‘Grow your own workforce’ to avoid poaching from other NHS areas. PCNs to invest in people 
and develop infrastructure for workforce planning – i.e. BMA employment models.  

 Outreach work into schools, placements and apprenticeships encouraging young people to 
choose NHS professions. 

 Patient education about this new model of care and how to navigate.  

 

Appendix H: Six thinking hats workshop exercise on training hubs 

 

Planning  
What is the goal? What thinking is needed?  
What are the required steps? 

 Great facilitators - the goal is for them to facilitate training at scale and to support PCN staff. 

 Capacity building - fulfil a function that GP employers don’t have to deliver themselves, as well 
as supporting large PCNs who may struggle to build organisations structure for their staff.   

 

Facts  
What do we need to know? What information is available?  
What information is missing? 

 Varying degrees of understanding about the role, function and responsibilities of hubs.  

 In some areas different organisations are stepping on each other’s toes, causing friction and 
tension. 

 Provides protected fellowship funding for newly qualified GPs and during first year of general 
practice. 

 

Emotions  
What is my gut reaction? How does it make you feel?  
What does your intuition tell you? 

 Relieved – Positive demonstration that change is needed as previous ideas have not worked. 

 Confused – Lack of knowledge, limited penetration of comms and funding guidance unclear.  

 Apprehensive – Resistance to change may affect transition. The system needs to balance 
training for current service with training for the future. 

 

Caution 
Why should we be cautious? What are the risks?  
What are the weaknesses? 

 Limited guidance – unknown impact on practices, risk of becoming a postcode lottery.  

 How to train practice, network and integrated teams as a team, across localities and roll out. 

 Longevity - no guarantee of long-term commitment and infrastructure to support hubs.  

 Funding challenges associated with changes to processes: i.e. nurse funding - first year of 
general practice vs. first year of qualifying, doesn’t match typical routes into profession.  

 

Optimism 
What are the benefits? How can we make this work?  
What will go well? 

 Hubs can offer expertise – Historically, it has been hard to get the right (creative and 
charismatic) people in the right places to take on such roles.  
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Creativity 
What are the options? How else could we look at this?  
What are your suggestions? 

 Outline best practice, which is evidence-based, non-prescriptive, with a framework to assess 
delivery. Demonstrate effectiveness and ensure clear expectations.  

 HEE working on a maturity matrix/framework; however the whole system needs to be actively 
involved in delivering outcomes.   

 Communication is needed – answers to simple questions (i.e. who, what) to avoid failure.  

 System must remain focused on what is needed, take this opportunity to add/supplement 
existing functions, not replace like-for-like. 
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Appendix I: SWOT Analysis – Measures of GP retention 

 

Outcome Measure Strengths Weaknesses Opportunities Threats 

FTE  Clear cut  Data quality. 

 Accuracy – number of sessions may 
vary 

 Data issues – FTE figures can be 
more than head counts 

 Use of national workforce data  

 Move to a less expensive model.  

 Support for practices using tools. 

 Previous issues regarding missing 
data isn’t as bad as it used to be. 

 Practices rarely understand and 
some CCGs never see data. 

Leavers/Joiners  Practice level indicator of quality.  
 

 Practices may not be doing exit 
interviews. 

 Varying approaches and standards 

of collection & reporting between 

practices & regions. 

 Assess whole workforce not just 
GPs 

 Identify high turnover of staff from 
data to understand practices 
issues. 

 Locums; a proxy measure – 
highlights where the gaps are and 
tendency for locums to go back to 
good practices. 

 Loss of admin staff to other 
practices after training & 
development of new skills 

 Events in an area (e.g. merger or 
change in clinical system/model) 
can result in leavers (i.e. sellers’ 
market, go where they want) 

Training data  VTS – highly quantifiable. VTS 
directors may have relationships 
with trainees and could easily 
collate this data. 

 
 Training hubs could identify gaps in 

the workforce and offer support.  

 

Indirect measures  Most practical way forward and all 
we can hope for at present. Direct 
measures are a lagging indicator 
(months-to-years).  

 Individual schemes have been 
evaluated and shown to work using 
indirect measures such as case 
studies and surveys. 

 Good way of setting the narrative 
around GP retention. 

 Do happier GPs mean they are 
going to stay? 

 Are we retaining GPs? Is that the 
right question in the first place? 

 

 Could measure diversification and 

transformation of workforce rather 

than sole focus on GPs.  

 Success = stagnant GP numbers but 

increase in other staff types.  

 GP survey to assess 

needs/demands 

 Share learning from different or 

similar geographical areas.  

 None identified.  


