
Topical jottings of a money-

minded GP 

Issue 1  May 2008 

6 

Financial Diary 

Beat the squeeze! 
After that pay award practice finances are tighter than ever this year. Robin 

Stride asked some aisma accountants to share their survival strategies 

Make more from your staff 
Controlling staff costs and making the most out of 

them is increasingly a key feature to surviving in 

general practice.  

Wages costs, including training, are significant with 

often over a third of a practice’s income being spent in 

this area. In the ever changing NHS environment it is 

important that this major resource is carefully managed 

and used in the most efficient manner.  

A practice must ensure that it has the right skill mix and 

delegation of responsibilities amongst its staff and 

GPs. It should check to see that every member of staff 

and GP has a job description. This exercise provides 

an opportunity to ensure a staff member is in the right 

role for the practice as a whole.  

Care should be taken when recruiting and selecting to 

interview for the job that is needed and not for the 

person being replaced.  

GPs may be able to delegate, but not abdicate, some 

of their responsibilities downwards - say to nurse 

practitioners. This can free-up time to generate work 

from new sources which may not be from the NHS. 

Increasingly practices are looking at this route to 

maintain and maximise profits.  

Some practices would benefit from implementing 

documented rotas to ensure they can plan for 

absences such as annual leave, training and sickness. 

If there is a short term absence then it may be possible 

to cover this by utilising existing staff members and 
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GPs. This is often a less expensive option than using 

external locums. Staff contracts and partnership 

agreements need to cover these issues.  

To meet the demands of the modern NHS, many GPs 

are now recruiting a strategic practice manager to plan 

for the future and ensure the practice knows where it 

wants to be and gets there. Local practices can 

sometimes work together with a strategic manager 

employed for the group rather than for one practice.  

Elaine Andrewartha, Kelsall Steele Limited, Truro, 

Cornwall  

www.kelsallsteele.co.uk 

Review all staff arrangements 

As staffing costs are usually the highest expenditure 

item, GPs should critically review all staffing 

arrangements and, where choices arise, carefully 

consider the alternative costs.  

For example, in a busy period, it is worth thinking 

carefully about whether a practice extends the hours of 

an assistant or takes on a locum.  

Remember that whilst the equivalent hourly rate of a 

locum may be higher than that of an assistant, the 

engagement of a locum will give rise to a 14 per cent 

saving of employers’ superannuation and up to a 12.8 

per cent saving of employers’ NI.  

And also no holiday or sickness pay arises in the case 

of a locum. 

Andrew Redmayne, Redmayne & Co, Newton Abbot, 

Devon 

www.redmayneaccountants.co.uk 

Manage time and delegate more 

Due to static income and rising expenses, the key 

issues become time management and delegation.  

I will ask my GP clients to see if they are performing 

tasks which could be done by clerical staff or other 

healthcare professionals instead.  

Many will need to put in a few more hours themselves if 

they want to earn more. What I am looking for is the 

freeing up of time which can be used to generate more 

income - if more lucrative services can be found. 

Specialisation might become the issue so that GPs can 

provide specific services geared to the needs of 

locality.   

Unfortunately, cutting expenses is a one-off task and 

cannot be repeated every year. In my book, use of time 

is the key issue for 2008-09. 

Mike Gilbert, RMT, Newcastle upon Tyne 

www.r-m-t.co.uk  

Join together to fight commercial 

opposition 

An hour long meeting with a GP practice recently was 

partially clouded by the doom and gloom of what 

various companies are up to. 

My feelings for a long time have been that the easiest 

targets are out-of-hours where the cost of the opt out 

clause will be raised to finance the increased cost of 

providing the service. Many of my GP clients say they 

just will not cooperate but I think this will give the 

Government an even better excuse to let in the private 

sector. 

I don’t believe walk-in clinics will have a significantly 

dramatic effect on well-run surgeries that enjoy good 

rapport with their patients. And I suspect only new 

patients might be tempted to use these and the new 

polyclinics that will spring up. But GPs will be able to 

get word of mouth referrals to work for them quite 

easily, like in the commercial world.  

However it is up to the doctors to work together as a 

group in a town to come up with a credible alternative 

to the big private sector outfits. They will always win if 

they work together and work with the PCTs to help 

them keep their costs under control which, let’s face it, 

is what is driving all these changes 

But I fear that if the GPs in a town do not work more 

closely together quickly, then what will happen is that 

the big private sector companies will have an agenda 

to take over GMS/PMS contracts and gradually impose 

a stranglehold on areas. They will then only offer GPs 

salaried status and in that way save PCTs as much as 

£50k or often more per GP.  

It would be a case of take it or leave it - and GPs 

would have little option other than to take it.  

Yes they would be demoralised, but a new breed of 

GPs who know little else would be happy with a well 

paid job at £75k pa. And they would gradually take 

over from the demoralised existing GPs earning £125k. 

The alternative is for GPs to recognise they must work 

together with other GPs, as well as with the PCTs, and 

look to be more commercially aware. 

This will mean, among other things, training their front 

of house team how to build rapport with ‘clients’ (not 

patients), how to offer WOW service on the phone and 

at reception areas, and for the whole surgery team to 

completely review, re-evaluate, and improve the whole 

‘patient journey’ experienced by their list. 

Cash in on the value of premises 

When they are forced to work an additional two hours 

later in the evenings and weekends, not all the doctors 

will be there, so I believe practice managers will need 

to start to think like dentists and opticians had to when 

they went through their own wholesale practice 
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changes. 
They will have to look at what else they 

can use their premises for that will 

complement their existing services. What 

extra could they do ‘to make their assets 

sweat’? 
Apart from the more obvious 

pharmaceutical services, other examples 

would be alternative medicine clinics, 

acupuncture clinics, hypnotherapy clinics, 

beauty clinics (some dentists are making a lot of money 

out of providing Botox treatments), health clinics (linked to 

local gyms and health centres), and maybe even at a 

stretch more remote beauty treatments. For instance 

tooth whitening is becoming more and more commercially 

available, outside the dentistry fields. 
The point is that the public trust their doctors. GPs will 

have to face up to the prospect that they might be 

forced by the Government and the PCTs to make the 

most of this trust and to provide services that their 

‘clients’ will probably be happy to buy elsewhere. Why not 

from the GPs - as long as it is not the GPs actually doing 

the work. They have more than enough on their plates 

already. 

Pay less tax! 
GPs can be more proactive in planning to legally mitigate 

their tax liabilities to reduce what they have to pay on 

previously high earnings at a time when earnings are now 

under significant pressure. 

There are opportunities for GPs to legally reclaim tax they 

have paid in the last three years, without affecting their 

superannuation position. It is up to them to seek advice 

from specialist accountants who understand how this is 

possible. 

Mike Ogilvie, OBC The Accountants Ltd, Eastbourne 

www.obcaccountants.com 

Get a better deal from your bank 

You might think that the sub-prime mortgage crisis and 

consequent credit crunch has made it more difficult to 

obtain borrowing at competitive rates. But in our 

experience the opposite is true.  
Banks are in business to lend money, and whilst they may 

be more reluctant to lend to borrowers they view as high 

risk, they are very keen to lend to customers with good 

security, low bad debt risk and consistent cash flows.  
This means that the market to lend to GP practices is 

currently very competitive, which pushes down interest 

rates being charged on lending.  
There is also a greater willingness to lend on interest-only 

terms if required, and less insistence on partners having 

personal life cover or savings vehicles. 

A relatively new development is that it is now no longer 

necessary only to be able to choose between a fixed rate 

loan and a variable rate loan. Through 

the use of products such as interest 

rate swaps it is possible to combine 

some of the benefits of flexibility that a 

variable rate loan provides, with some 

protection against increases in interest 

rates. 

A good time to review your borrowing 

requirements is when a partner joins or 

leaves the practice, or when new 

finance is required for a surgery extension or new 

development. 

Even if you have no borrowing, banks are also keen 

to service the day-to-day banking needs of 

practices, and so there can be an opportunity here 

to reduce bank charges. 

However, as with everything else, cost should not be 

the only factor in deciding upon whom to bank with 

or borrow from. It is important to have a good 

relationship with a bank manager who understands 

the medical sector.  

For example, does your bank manager know why 

the practice has a large inflow of cash in April and 

why bank balances are likely to be at their lowest at 

the end of March each year? 

Luke Bennett, Winter Rule, Truro 

www.winterrule.co.uk 

Save employer’s NI on a new partner 
When planning the appointment of a new partner, 

the usual process that a practice would go through 

is to take on a doctor as a salaried GP for a set 

period of time and, subject to their performance, 

they would then be appointed as an equity partner. 

But if it is felt that the doctor will almost certainly be 

made an equity partner in the future, then consider 

instead taking them on as a fixed profit share partner 

from the outset. 

The advantage of this is that the practice would save 

the employer’s national insurance cost.  

Based on 2008-09 figures for a salaried GP earning 

£60,000 the employer’s NI saving would be £60,000 

- £5,435 x 12.8 per cent = £6,984.32. 

An added benefit is that the employer’s 

superannuation is then treated as a drawing rather 

than an employment cost. This will improve the 

practice profit and consequently the amount the 

partners are able to draw but not cash flow. 

The only downside of this though is that the partners 

will lose the tax relief on the employer’s NI and 

employer’s superannuation but this is outweighed by 

the employer’s NI saving. 

Wayne Baker and Alan Worsdale 

MGI Rickard Keen LLP, Southend-on-Sea 

www.rickardkeen.com 
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David Clough, chairman, aisma 

The Government is currently under fire by doctors and 

the GPC following recommendations by the Doctors and 

Dentists Review Body. The pay board’s report is being 

challenged by the BMA following indications that any 

pay rise will be reduced by a cut in the correction factor.  

Four years ago, doctors were advised that the correction 

factor was here to stay - whatever that meant. We all 

know that the MPIG was a belt and braces adjustment 

following the failure of the Carr-Hill formula. But lack of 

transparent discussion has now created a rift which is 

certainly upsetting for GPs, whether they are a principal 

in practice, a salaried doctor or a locum.  

The effects of a pay squeeze are already being felt with 

fewer opportunities for jobs in general practice and 

locum work decreasing. And practice profits look like 

falling in many practices. 

Have doctors been misled? Many incentives have been 

dreamt up over the past few years to retain and 

encourage doctors and their staff. The targets set for GP 

practices have mainly been achieved. But where will this 

leave the GP if the Government now does a u-turn and 

reneges on its promises? 

One does wonder if there is a hidden agenda. 

Reduced funding will have a serious effect on how 

primary care can be provided. Is the present setup of 

personal service to be replaced by larger 

organisations, polyclinics and alternative providers?  

The lack of apparent Government direction does 

nothing to reassure the doctor. How far the GP will 

accept the predicted erosion of income is difficult to 

assess when additional burdens of targets, form filling 

data collection and raising of standards are expected 

on a daily basis.  

Questions are often raised as to who will benefit by all 

of this – probably not the patients who fund this huge 

machine. 

Hopefully the BMA challenge to the DDRB report will 

be successful. If doctors are being expected to be 

more responsible within the NHS then they surely 

should not be expected to take a pay cut. Perhaps 

MPs could set an example!  

 

Opinion 

Pay rise or pay ruse? 

It’s not just things that go bump in the 
night that can be scary. Mike Gilbert 
shows how failure to have a specialist 
medical accountant nearly cost an 
outgoing partner £18,000 profit 

 

Yet again we have come across a horror story. This 

only came to light after an aisma member took over as 

accountants and tax advisors to a five full-time 

equivalent partner medical practice which previously 

used a non-specialist’s services. 

Its 31 December 2005 year end accounts, when – 

significantly - one of the partners left the practice, had 

been prepared by the previous accountants who also 

completed all taxation returns and pension certificates 

for the fiscal year 2005-2006.  The new accountants 

received all of the normal information from the 

previous accountants in November 2006 which 

enabled them to prepare accounts for the year ended 

31 December, 

AISMA Doctor Newsline is published by the Association of Independent Specialist Medical Accountants, a national network 

of specialist accountancy firms providing expert advice to medical practices throughout the UK.  www.aisma.org.uk! 

AISMA Doctor Newsline is edited by Robin Stride, a medical journalist and former finance editor of Doctor magazine. 

robin@robinstride.co.uk! 
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It surprised them to find 

the amount included in 

‘debtors’, as amounts due 

to the practice, was 

extremely low. They knew 

that enhanced services for 

the quarter to December 

2005 were unlikely to be 

paid to the practice until 

January 2006 at the 

earliest.  However, more 

relevant still, they knew 

that the achievement 

payment under QOF for 

the year to 31 March 2006 

would not be received by 

the practice until one or two months later.   

Given that 31 December 2005 is three quarters 

through the QOF year to 31 March 2006 one would 

expect a sizeable debtor in the practice accounts. The 

new accountants decided to explore the situation in 

depth when preparing the accounts for the year 

ended 31 December 2006. 

The new accountants began work on the 2006 

accounts early in March 2007. These were prepared 

on a proper basis applying what’s known as the 

‘accruals’ concept. This recognises income when it is 

earned, not when it is received, and expenditure when 

it is incurred, not when it is paid.   

Suddenly there was an apparent leap in profitability! 

Clearly the accounts included the QOF achievement 

payment for 21 months. The new accountants then 

calculated how much money included in the 2006 

accounts should have been disclosed in the 2005 

accounts.   

It turned out that the ‘missed’ debtor in the 2005 

accounts amounted to £90,000 - £70,000 from the 

QOF achievement payment 1/4/05 – 31/12/05 and 

£20,000 from enhanced services for the quarter 

ending December 2005. 

So the 2005 accounts were understated by £90,000 

which now appeared in the 2006 accounts.  Things 

might normally have been relatively easy to resolve. 

The correction would appear in the 2006 accounts 

and the 2006-2007 tax returns and pension 

certificates would automatically pick up the additional 

income.  But the complication was that partnership 

change back in December 2005.  

The outgoing partner was paid out on the basis of his 

partner’s current account at 31 December 2005.  

Fortunately, he was replaced by a salaried GP so that 

the new accountants at least did not have to deal with 

any issues relating to an incoming partner.  

Of course he was oblivious to the fact that the 2005 

earnings had been understated and that he was 

entitled to a share of the missing money. As the 

partners shared profits equally, 

the amount due to him was 

£18,000 (20 per cent of 

£90,000). 

Not surprisingly, the continuing 

partners were annoyed that the 

error had occurred in the first 

place. And they were further 

angered by realising they had 

to pay £18,000 to the outgoing 

partner.   

Although they understood the 

basic accounting principles 

involved, and were keen to 

correct the situation once and 

for all, they did query the moral 

and legal validity of paying so much to the outgoing 

partner.   

Unfortunately their partnership deed was of little help. It 

was originally drafted by a non-specialist lawyer and was 

woefully outdated.  After much discussion, the 

continuing partners agreed everything should be put 

right and that they should now look forward rather than 

backwards. 

They paid the outgoing partner his £18,000 on the 

proviso that he would be responsible for any resulting 

tax or pension contributions. The new accountant then 

amended the 2005-06 tax returns and issued revised 

pension certificates. 

Practices should always employ accountants who know 

what they are doing – and have relevant up-to-date 

partnership deeds. This horror story may not have been 

so horrid had the partnership deed contained this clause: 

‘Where an aspiration payment or an achievement 

payment is received outside the partnership accounting 

period to which it relates to it shall be apportioned on a 

daily basis with reference to each accounting period of 

the partnership and where the value of an achievement 

payment varies (if at all) at the end of an NHS financial 

year the value attributable to each accounting period 

shall be ascertained on a pro-rata basis’. 

 

! It doesn’t apply to this particular story but the 

following clause might also be useful: 

 

‘Where a succession date falls on a day other than the 

account date, any aspiration payments received from the 

PCT in respect of QOF shall be apportioned in the final 

accounts between the period during which the deceased 

or retired partner was a member of the partnership and 

the remaining period of the account period and any 

achievement payments made under QOF which are 

received after the succession date shall similarly be 

apportioned’. 

 

Mike Gilbert, RMT, Newcastle upon Tyne 
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Why extra hours are welcome 
The big debate in our practice and other local practices 

has been the extended hours DES and whether the 

monies involved make it worth the hassle of doing it.  

We are required to do three and a half hours a week. The 

hourly rate for our practice, after staff and building costs, 

works out at £92.30 an hour.  
This compares favourably with our out-of-hours service 

which pays £50 an hour for weekday evening shifts and 

£60 an hour at weekends. Three of the partners still do 

out of hours work so we have decided to work the 

extended hours and divide the income between us.  
Realistically it will require three GPs in order to have 

holiday cover. As well as a financial gain for those 

involved there are benefits too. The extra hours worked 

will reduce pressure on daytime appointments.  
And it will be quite relaxed seeing one’s own patients at 

a relative leisurely consulting rate of six per hour and a 

half rather than the rather hectic pace of the out-of-

hours centre. 

Practitioner in the house 

A GP friend’s practice in south west England was one of 

the first to employ nurse practitioners after pioneering a 

training programme for them.   

The practice has a relatively large list size with 15 per 

cent over the age of 75. In the winter months there is a 

high house call rate for relatively minor problems such as 

respiratory tract infections. Many of these patients would 

have seen the nurse practitioner if they had attended 

surgery but, because it is a house call, get a doctor.  

So for a trial period the practice decided to see if a nurse 

practitioner could manage these sorts of house calls. It 

got the idea to do this because the local out-of-hour’s 

service uses visiting nurse practitioners.  

My friend, who works at the out-of-hours service, has 

gained experience supervising visiting nurses and he 

was very impressed by what they could do. The PCT 

supports GPs using nurses in this way as it is keen for 

practices to skill mix.  

All calls are triaged and if it seems appropriate for the 

nurse then she visits. The re-visit rate requiring a doctor 

is under five per cent.  The GPs have found that the time 

freed-up doing less calls has given them some protected 

administration time that means they never have to take 

paperwork home or work late. 

A novel cash flow solution 

Maintaining a good practice cash flow is essential to 

the smooth running of the business. It is important for 

me not to have an overdraft as this increases expense 

but at the same time not to keep too much money in 

the business.  

Which brings me to a neighbouring GP friend who is 

due to retire in two years and has decided to reduce 

from nine to six sessions a week. For some reason the 

practice capital accounts are not equalised and his 

partners have to pay him out about £50K when he 

retires.   

Rather than pay him a lump sum when he goes they 

have maintained his current drawings even though he 

has cut his hours. This way they will have paid him 

most of what the practice owes him by the time he 

retires.  

The other partners are all working a little harder to 

cover the time he has given up so there is no locum or 

assistant expense. Their own drawings are not affected 

Financial Diary 
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and cash flow stays the same. 

How we are beating the new attack of  

‘QOF-itis’ 
There have been a number of changes to QOF this year. 

CKD patients, for example must have their urine checked 

for protein and only need an ACE or ARB if they have 

proteinuria. AF patients must have the diagnosis 

confirmed within three rather than six months and ex-

smokers must be asked about their smoking status on 

an annual basis until they have been non smokers for 

three years.  
We are a Vision practice and at the time of writing don’t 

yet have updated software for these changes. So we 

have added short cuts to our contract screens ourselves 

so that doctors and nurses have an appropriate template 

to work with.  

We have also added the changes onto electronic yellow 

post it pads, which appear when a patient’s electronic 

record is opened, to act as a reminder. By doing this we 

started to make the necessary changes straight away 

and record them rather than having to play catch-up 

later in the year.  

Beware locums’ hidden costs 

A recent experience illustrates the importance of 

practices getting references for locums and 

interviewing them if they are doing regular sessions. 

The case also shows it is essential to provide 

locums with a written guide on how the practice 

works - not only to help them but also to make sure 

work is done efficiently.  

I was speaking to a colleague today whose practice 

employed a locum to cover for one month’s sickness 

absence. She had seemed friendly and always 

arrived really early to start. But she did run late with 

her surgeries and often finished over an hour past 

their allotted time. 

After two weeks, when staff and patients had started 

to complain, the executive partner interviewed her 

and reviewed her work. He also contacted a 

neighbouring practice she had worked for and heard 

that it had dispensed with her services as it felt she 

was not pulling her weight.  

The audit of her work showed a number of things 

she did that caused the practice extra expense as 

well as extra workload. These included simple things 

such as getting nurses to do a routine pregnancy 

test with pregnancy testing kits when there was no 

clinical indication to do them. This cost the practice 

about £200.  

She prescribed drugs not on the PCT formulary and 

rarely prescribed generically. This made the practice 

miss local prescribing targets. She also never 

entered data required for QOF such as BPs and 

smoking.  

Another difficulty was that she never made a clinical 

decision but just ordered lots of blood tests and got 

the patients to come back and see a partner.  

Of course the practice was at fault for not taking 

references, not interviewing her and not giving her 

an induction and a guide. But the extra cost for 

using this locum above her fees was £450 and 10 

hours of the executive partner’s time. 

Top Tips 

! Make sure QOF changes are known to all staff 

and provide an electronic way of recording the data 
and an electronic reminder 

!  Always interview locums, take references and 

give them an induction and written guide 

!  Consider using nurse practitioners for house 

visits 

!  Maintaining full drawings to part time doctors 

who are on the retirement wind-down may ease 
cash flow by reducing lump sums 

!  Extended hours work may be financially 

rewarding as an alternative to out of hours work 
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Spring is in the air, the new QOF year is 

underway and the relatively quieter 

summer months lie ahead.  

Here are a few ideas to get you 

spring cleaning your practice. 

1 Freshen up 
Think about what you are doing in 

general practice and try and enjoy it. 

If you aren’t getting any job 

satisfaction, you may need personal help - for 

example, refer yourself to occupational health.  
Or you may need some organisational changes 

around you at work. Stress isn’t always attributable 

to the individual, and working in a disorganised 

environment will be stressful for both the irritated 

organised and the muddled incompetent.  

2 Protect your income 
Bear in mind that you are part of a business, and 

seek to ensure your long-term prosperity by 

monitoring not only your income but also its 

sources. General practice is not a meal ticket for 

life and commercial competition is making 

enthusiastic noises about getting involved. Make 

sure you understand how your income is derived 

and work at maximising it. 

3 Use quality control 
Never forget that quality control is essential. This 

means regular audits, both of a clinical and an 

administrative nature. Ideally this should be an 

iterative process – aim to build up a library which is 

regularly used and updated. 

4 Clean up on waste 
Make sure that you have effective checks and 

balances in place so that you don’t waste money or 

resources. Each pound spent on pointless 

purchases is a pound that can’t be used to either 

develop the practice or reward principals and staff. 

5 Get armed 
Be aware of regulations at both national and local 

levels as this could be the year that you do finally 

fall foul of something. For example, infection 

control is becoming increasingly important: take 

steps to monitor how this is implemented in your practice 

and ensure that you would have the defence of robust 

protocols and procedures if the worst should 

happen and a patient acquire a serious 

infection while being treated at the practice. 

6 Beware standards 
Information governance is close behind 

clinical governance as one of the key areas 

to which we should all be paying attention. 

Sharing of medical records is becoming a 

reality nationwide, in a plethora of different 

schemes, and both the NHS and patients will be paying 

closer attention to our adherence to standards. 

7 Ditch the drab 

Really set out to make your practice a pleasant working 

environment.  

Buildings that are clean, smart, tidy and welcoming, and 

make judicious use of colour and artwork, are much more 

healthier environments for both patients and practice 

personnel than their drab counterparts. 

8 Think teamwork 

Consult with your team: whatever your role in general 

practice, you can’t do it alone and unsupported.  

Get the team on your side by involving them in decisions 

and plans. And listen to their feedback. 

9 Beef-up communication 

Communication is a well-worn mantra but no less 

essential for being that. Assume nothing and share all 

that you can.  

If you don’t yet have a practice intranet (a central, 

universally-accessible computer program that stores 

information and data), then add this to your to-do list.  

You may also need to give your practice website a 

facelift. 

10 Look over the fence 

Keep abreast of the neighbours. Find out what other 

practices and providers are doing by attending local 

meetings, visiting others and hosting your own events.  

We can all learn from others. And sharing good ideas with 

other practices is a sound basis for protecting the area 

from commercial predators. 

Kathie Applebee, psychologist and practice principal 

www.practiceservices.co.uk 

10 spring resolutions to brighten your practice 

With the Spring bank holiday just around the corner it’s a great time of year for turning 
over a new leaf. Kathie Applebee picks out 10 resolutions to brighten the business side of 
your practice  
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Time is becoming an increasingly precious resource in 

general practice. Demand on practice time seems 

inexorable and the intensity and complexity of the 

workload doctors face is one of the major challenges 

that they must tackle. 

Any means of relieving this burden must be seen as a 

bonus to the modern practice and that is why the 

introduction of automated patient operated 

monitoring, such as the Surgery Pod from Telehealth 

Solutions, is an exciting development for all GPs.  

This allows for the automatic collection of the data 

necessary in trying to achieve the financial bonuses 

available by hitting Quality and Outcomes Framework 

targets. 

Like most of the best ideas, the concept is simple. 

Patients are able to use a piece of equipment 

Review 

What my latest staff member did for me 

Dr Mike Ingram’s latest staff member has provided a welcome bonus. He explains how 

designed to record information and to automatically 

put it into their medical records. The patients 

encounter a touch screen monitor and once they have 

entered their name and date of birth the system 

identifies them and links up with their computerised 

records.  

After that the opportunities are vast as the machine 

can be programmed to record any data that can be 

gathered. Such data is then given a Read Code and 

entered into the patient’s electronic record which 

means that the data is not only consistent with the 

rest of the practice data but also, and most 

importantly, that it can be identified when looking at 

QOF achievement. 

Having had the Surgery Pod in our practice for the 

better part of a year, I can testify to the fact that it is a 
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real asset. 

The area in which it has 

been most beneficial is in 

the simple tasks of 

recording blood pressure, 

weight, smoking and 

alcohol consumption.  

For example, when 

patients request a repeat 

prescription for their 

blood pressure 

medication we now ask 

that they get their 

pressure checked on the 

Pod. This precludes the need for an appointment, 

although if the reading is unacceptably high the 

patient is alerted and instructed to see their doctor.  

This facility is also excellent for diagnosis of raised 

blood pressure, for instead of repeated readings with 

the GP or nurse, patients can do it themselves. In 

addition, the way the programme is set, the patient is 

also asked about their smoking history and alcohol 

consumption at the same time - vital information for 

high standard health care - and, in the case of alcohol 

history, information that can otherwise take ages of 

consulting time to derive. 

The system of direct entry into the patient notes is a 

real bonus as it is frustratingly common for patients to 

record their blood pressure at home, and 

subsequently fail to record or notify their readings - 

which wastes everyone’s time! 

We have also set the Pod to use validated 

depression/anxiety questionnaires to offer 

psychological screening. This is extremely helpful as 

these questionnaires can be time consuming to use 

within the consultation yet are important both 

clinically and for meeting QOF targets.  

Patients are often more honest with a computer 

screen and once they are used to it, repeated scores 

can be used to assess the change in the patient’s 

condition on review. 

The Pod also works extended hours. With the practice 

serving the commuter patients with a 7.30am opening 

it means that those not coming for a consultation can 

still use the Pod for a check up on the way to the 

station. 

There is no doubt that the use of the Surgery Pod has 

saved time and saved consultations and as such has 

been a real boon to the practice. On the financial side 

it has the potential to increase QOF attainment and so 

increase income and also save consultation time for 

both doctors and nurses. 

The system has been designed to work with the EMIS 

software and is approved and supported by them.  

Of course there are some issues that arise with the 

use of the Pod. The main one is the fact that some 

patients are just not really geared 

into the technology and find the use 

of the Pod daunting and 

intimidating. They still prefer to get 

their blood pressure taken by a 

human - rather akin to those who 

eschew ATMs in favour of a bank 

clerk.  

As far as the future is concerned 

there are exciting developments. 

The Pod will be ideal for providing 

the vascular check that Health 

Secretary Alan Johnson has 

promised to all the over 40s, 

especially as it can be programmed to give a risk score 

provided there is a recording of cholesterol accessible in 

the records.  

Mobile Pods are also available which transmit data over 

the mobile phone network. We will soon be trialling one 

for our nurse who visits the elderly, allowing her to input 

information from her standard questionnaire directly into 

the patient record rather than recoding it on paper and 

then spending time putting the same data in the 

computer. 

As a stand-alone PBC group we can extend this 

principle to district nurses and health visitors for a truly 

integrated practice record should we incorporate these 

services into our future plans. 

However, one of the most exciting potentials is the fact 

that there is some evidence that using home based Pods 

to monitor parameters of those who require frequent 

admissions to hospital can allow timely intervention to 

prevent deterioration and admission. Once again the 

benefit to patients and the financial benefit to PBC is 

exciting! 

The Surgery Pod is already showing how general 

practice can innovate and adapt to new demands. If its 

future promise is realised it could become a valuable tool 

in managing the limitless demands put on practices. 

Dr Ingram is a GP in Radlett, Herts 

How the Pod helped us 

! Saved consultations for routine reviews  

!  Saved time in the consultation  

!  Accrued data to hit QOF targets  

! Gave positive practice image  

!  Dealt with screening requests  

!  Provided potential solution to data gathering from    

! nursing homes and home visits  
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The Surgery Pod from Telehealth Solutions is a new 

system set to revolutionise public healthcare in the 

United Kingdom. And, we’re offering one GP reader 

a free six-month trial of the Surgery Pod, worth 

£1,500, plus free installation for everyone who 

enters.  

Reviewed earlier in this newsline, it monitors 

patients without clinical supervision and can be 

installed in GP waiting rooms to assess patients 

prior to consultation. It is designed to save time and 

reports on a range of key variables, including 

weight, height, blood pressure, peak flow and 

pulse.  

When a patient enters the GP waiting room they 

can conduct their own preliminary checks on the 

Surgery Pod in advance of their appointment. The 

information is then transmitted directly to the 

patient management system ready for their 

consultation, delivering the results with a high level 

of accuracy, significantly improving the doctor’s 

productivity and efficiency. In essence, this extra 

pair of hands saves time, reduces recording errors 

and increases the number of tests performed by 

GPs in the consultation.  

Information gathered from the Surgery Pod also 

assists gaining QOF points and aids the gathering 

of data, reducing the workload in hitting targets.   

This flexible system can be configured in line with 

individual surgery software requirements – it is 

connected to the existing computer system using 

an Ethernet connection - and is able to post data 

directly and securely into individual patient records.  

Data is then collected before the consultation and 

can be instantly displayed on the GP’s screen. 

Improvements to the patient experience are also 

numerous. Time with the GP can be devoted to 

analysing their problems as opposed to recording. 

The patient therefore becomes more involved in 

managing their condition. A range of quality of life 

questionnaires are also available on the Surgery 

Pod: from smoking and drinking assessments to 

tests that can assist in diagnosing anxiety and 

depression.  

The Surgery Pod has been designed to be as user-

friendly as possible and can display in a range of 

different languages as well as in large print. The 

system is entirely flexible and can be uniquely 

configured to meet the individual needs of surgeries 

across the country.  

 

For your chance to win a six-month free trial, please 

answer the following question: 

QUESTION:  

Name one thing the Surgery Pod can monitor? 

Send your entries by email to 

ths@thecommunicationgroup.co.uk  

Or by post to:  

Michelle McGrath 

Telehealth Solutions Competition 

The Communication Group 

19 Buckingham Gate 

London SW1E 6LB 

Please include the following information in your 

correspondence: 

Full Name: 

Practice Name: 

Address: 

Telephone: 

Email: 

Answer: 

Terms and conditions apply.   

All entries must be received by Wednesday 16th July and all correct 

entries will be entered into the prize draw. The winner will be selected 

at random and notified in writing.  All entrants are eligible for free 
installation of the Surgery Pod. Data may be used for future marketing 

from Telehealth Solutions unless otherwise stated by the entrant.   

Telehealth Solutions’ decision is final. 

www.telehealthsolutions.co.uk 

 

 

Competition 
Win an extra pair of hands in your surgery with 
the Surgery Pod 


