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Abstract

The use of locum doctors in the NHS: understanding and 
improving the quality and safety of care

Thomas Allen ,1 Darren Ashcroft ,2 Jane Ferguson ,3 
Christos Grigoroglou ,1 Evan Kontopantelis ,4  
Gemma Stringer 5 and Kieran Walshe 5*

1Manchester Centre for Health Economics, Health Services Research and Primary Care, The University 
of Manchester, Manchester, UK

2NIHR Greater Manchester Patient Safety Translational Research Centre, Faculty of Biology Medicine 
and Health, University of Manchester, Manchester, UK

3Health Services Management Centre, University of Birmingham, Birmingham, UK
4NIHR School for Primary Care Research, Centre for Primary Care, Health Services Research and Primary 
Care, The University of Manchester, Manchester, UK

5Alliance Manchester Business School, University of Manchester, Manchester, UK

*Corresponding author kieran.walshe@manchester.ac.uk

Background: The use of locum doctors in the National Health Service is widely believed to have 
increased, and there have been widespread and sustained concerns among policy-makers, healthcare 
providers, professional associations and professional regulators about the quality/safety, cost and 
effective use of locum doctors.

Objectives: To provide evidence on the extent, quality and safety of medical locum practice and the 
implications of medical locum working for health service organisation and delivery in primary and 
secondary care in the English National Health Service, to support policy and practice.

Design: Four interlinked work packages involving surveys of National Health Service trusts and 
of general practices in England; semistructured interviews and focus groups across 11 healthcare 
organisations in England; analysis of existing routine data sets on the medical workforce in primary 
care and in National Health Service trusts in England from National Health Service Digital and National 
Health Service Improvement; and analysis of data from the Clinical Practice Research Datalink in primary 
care and of electronic patient record data from two National Health Service hospitals in secondary care.

Results:  In primary care, about 6% of general practice medical consultations were undertaken by 
locums in 2010 and this had risen slightly to about 7.1% in 2021. In National Health Service trusts 
(mostly secondary care and mental health), about 4.4% of medical staff full-time equivalent was 
provided by locum doctors. But those overall national rates of locum use hide a great deal of variation. In 
primary care, we found the National Health Service Digital workforce returns showed the rate of locum 
use by Clinical Commissioning Group varied from 1% to almost 31%. Among National Health Service 
trusts, the reported rate of locum use varied from < 1% to almost 16%. We found that there was poor 
awareness of and adherence to national guidance on locum working arrangements produced by National 
Health Service England. Our research showed that locum working can have adverse consequences for 
the quality and safety of care, but that such consequences were probably more likely to result from the 
organisational setting and the working arrangements than they were from the locum doctors themselves 
and their competence, clinical practice or behaviours.
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ABSTRACT

Limitations: Our research was hampered in some respects by the COVID pandemic which both resulted 
in some delays and other challenges. Our efforts to use electronic patient record data in secondary care 
to explore locum doctor working were stymied by the problems of data access and quality.

Conclusions: Locum doctors are a key component of the medical workforce in the National Health 
Service, and provide necessary flexibility and additional capacity for healthcare organisations and 
services. We found that the extent of reliance on locum doctors varied considerably, but that an over-
reliance on locums for service provision was undesirable. Some differences in practice and performance 
between locum and permanent doctors were found, but these seemed often to arise from organisational 
characteristics. We found that patients were more concerned with the clinical expertise and skills of the 
doctor they saw than whether they were a locum or not. Organisational arrangements for locum working 
could be improved in many respects.

Funding: This award was funded by the National Institute for Health and Care Research (NIHR) Health 
and Social Care Delivery Research programme (NIHR award ref: NIHR128349) and is published in full in 
Health and Social Care Delivery Research; Vol. 12, No. 37. See the NIHR Funding and Awards website for 
further award information.
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Plain language summary

Doctors who work in the National Health Service in temporary positions are generally known as 
‘locum doctors’. They may be working for a hospital or a general practice just for a single shift or a 

few days, or may work there for several weeks or even months. Often, locum doctors are used to cover 
staff sickness or absence, or to provide for longer-term cover for staff vacancies. While some doctors 
just work as locums, others will have a permanent job but do some extra shifts as a locum as well.

The number of doctors working as locums and the costs of this to the National Health Service have 
caused some concerns nationally. It has also been suggested that locum doctors may not provide as 
good a quality of care as permanent doctors. So we set out to find out more, through two large surveys 
of National Health Service trusts and general practices in England; interviews and focus group 
discussions across 11 National Health Service organisations; and by analysing data that had already 
been collected about the National Health Service workforce and about clinical care.

We found that about 6% of medical care in general practices is provided by locum doctors, and about 
4.4% of the medical workforce in National Health Service trusts are locums, but this varies a great deal 
and can be much higher in some organisations. The high and continuing use of locums in some services 
or areas should be a cause for concern. We found locum working could cause problems with the quality 
and safety of care, but that this was often because of the way organisations used locums without 
sufficient support. When concerns about the practice of a locum doctor arose, they were often not dealt 
with properly. We found that patients were generally more interested in being able to see a good doctor 
promptly than with whether or not they were a locum.

This research has important implications for how the National Health Service uses locum doctors in 
future, and our recommendations are designed to help the National Health Service use locums safely 
and appropriately.
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Scientific summary

Background

The numbers of doctors working as locums in the NHS in England are thought to have grown 
substantially over the last decade, although there have been surprisingly little empirical data published 
on the NHS medical workforce to substantiate this trend. There have been concerns about the costs of 
locum working, and about the quality and safety of locum doctors’ practice.

Our earlier qualitative research on the experiences of and attitudes towards locum doctors, involving 
interviews with locum doctors, locum agency staff and representatives of healthcare organisations who 
use locums, showed that locums were often perceived to be inferior to permanently employed doctors 
in terms of quality, competency and safety. Our findings suggested that the treatment and use of locums 
could have important potential negative implications for team functioning and patient safety.

Objectives

The overall aim of our research was to provide evidence on the extent, quality and safety of medical 
locum practice and the implications of medical locum working for health service organisation and 
delivery in primary and secondary care in the English NHS. Our three main research questions were:

1. What is the nature, scale and scope of locum doctor working in the NHS in England? Why are 
locum doctors needed, what kinds of work do they undertake and how is locum working organised?

2. How may locum doctor working arrangements affect patient safety and the quality of care? What 
are the mechanisms or factors which may lead to variations in safety/quality between locum and 
permanent doctors? What strategies or systems do organisations use to assure and improve safety 
and quality in locum practice? How do locum doctors themselves seek to assure and improve the 
quality and safety of their practice?

3. How do the clinical practice and performance of locum and permanent doctors compare? What 
differences in practice and performance exist and what consequences may they have for patient 
safety and quality of care?

Methods

This was a mixed-methods study, consisting of four main work packages:

Work package 1 (addressing research questions 1 and 2) involved a survey of medical directors/medical 
staffing leads in NHS trusts in England and a survey of general practices in England. The two surveys 
examined the nature, scale and scope of locum doctor working, why locums were needed, what work 
they undertook and how their work was organised, and sought views on the performance of locum 
doctors and a range of issues concerning governance and oversight of practice.

Work package 2 (addressing research questions 1, 2 and 3) involved a combination of semistructured 
interviews and focus groups conducted across 11 healthcare organisations in both primary and 
secondary care in the NHS in England. We developed and used three interview schedules (for interviews 
with locum doctors; people who worked with locums in healthcare organisations; and patients and 
members of the public).
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Work package 3 (addressing research question 1) involved the collection and analysis of existing routine 
quantitative data sets on locum doctors working in the NHS in England. We used quarterly workforce 
returns from all general practices in England to NHS Digital to examine locum working in primary care. 
We used weekly locum usage returns from all NHS trusts in England to NHS Improvement to examine 
locum working in secondary and community services.

Work package 4 (addressing research question 3) involved the collection and analysis of existing, routine 
quantitative data sets on doctors’ practice/performance which identify whether doctors are locum or 
permanent staff and so allow us to compare the practice/performance of locums and permanent doctors. 
We used the Clinical Practice Research Datalink (CPRD) linked to Hospital Episode Statistics to examine 
these issues in primary care. We sought to undertake a similar analysis in secondary care, using electronic 
patient record (EPR) data from two NHS hospitals: Salford Royal Hospital and the Bradford Royal 
Infirmary. However, we encountered a number of problems both in securing data extraction from the two 
hospitals' EPR systems and in identifying locum and permanent staff activity in the data sets, which 
severely limited our ability to examine these issues in secondary care.

Results

We report our results from the four work packages grouped around our three main research questions.

The nature, scale and scope of locum doctor working in the NHS in England
In primary care, we found from our analysis of NHS Digital workforce returns that just over 3% of 
medical staffing was provided by locums and that it had not changed much over the time period 2017–
20. However, our analysis of CPRD data for the longer time period of 2010–21 suggested that about 6% 
of general practice medical consultations were undertaken by locums in 2010 and that this had risen 
slightly to about 7.1% in 2021. We think there are two main explanations for this discrepancy. First, 
locums generally only undertake consultations while permanent general practitioners do a lot of other 
non-consultation clinical and administrative tasks – the NHS Digital workforce returns measure staff 
numbers in full-time equivalent (FTE), while the CPRD data measure numbers of consultations. Second, 
the NHS Digital workforce returns from general practices may under-report the numbers of locum 
doctors, and there have been concerns about the quality and completeness of the data. But both data 
sources suggest a relatively low – and stable – rate of locum use in primary care.

In NHS trusts (mostly secondary care and mental health), our analysis of NHS Improvement returns from 
NHS trusts indicated that about 4.4% of medical staff FTE was provided by locum doctors. With a much 
shorter time series from 2019 to 2021, it is rather more difficult to draw any conclusions about the 
secular trend, although in that time period the rate of locum use was fairly stable – dropping as expected 
in the first phase of the COVID pandemic in early to mid-2020, and then recovering. We found NHS 
trusts making more use of bank (rather than agency) locums over the time period, and some an increase 
in the reported numbers of unfilled shifts which would indicate increasing unmet need.

However, those overall national rates of locum use hide a great deal of variation between organisations 
which it is important to consider. In primary care, we found the NHS Digital workforce returns showed 
the rate of locum use by Clinical Commissioning Group (CCG) varied from 1% to almost 31%. Among 
NHS trusts, the reported rate of locum use varied from < 1% to almost 16%. Our qualitative work 
suggested that there were some particularly problematic specialties in which workforce shortages were 
acute, such as psychiatry. Our multivariate quantitative analyses suggested that there was some 
variation by region/geography which might reflect workforce capacity or shortage in some parts of 
England. But they also showed that both smaller general practices and smaller NHS trusts made more 
use of locums, which might plausibly suggest that larger organisations are more able to cope with 
workforce gaps without having to resort to locums. In both primary care and NHS trusts, there was an 
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association between Care Quality Commission (CQC) ratings and locum use, with organisations with 
lower CQC ratings making more use of locums.

Our surveys of general practices and of NHS trusts showed both some similarities in their reasons for 
needing locums and ways of using them, as well as some notable differences. Both gave as common 
reasons for using locums the need to cover either planned or unplanned absences or gaps in staffing – 
mainly leave and sickness absence – and both reported using them to provide additional workforce 
capacity when it was needed. But NHS trusts were much more likely to report needing locums because 
of difficulties recruiting doctors.

We also found some interesting differences in where general practices and NHS trusts sourced locum 
doctors from. Practices said they made much less use of locum agencies and tended to use trusted 
locums who were familiar to the practice, while NHS trusts made much more use of locum agencies and 
staff banks, and within that there was a lot of variation in that some NHS trusts made much more use of 
locum agencies rather than staff banks. Overall, NHS trusts sourced about a third of their locums from 
staff banks according to our analysis of NHS Improvement returns.

Our qualitative research found that respondents thought an over-reliance on locums (however that 
might be defined) could be a ‘red flag’. Respondents suggested that the consistent use of high levels of 
locums was both a concern in itself, because of the implications for quality and safety (which we turn to 
later in this discussion) and a potential indicator of wider organisational problems in the general practice 
or NHS trust.

How locum doctor working arrangements affect patient safety and the quality of care
Our surveys of NHS trusts and general practices suggested that awareness of the national NHS England 
guidance on locum working was very mixed – and particularly poor among respondents from general 
practice. Those who were aware of it in NHS trusts generally viewed it quite favourably, but some 
commented that it set out an ideal model which was hard to follow in practice. Among general practices, 
it was often seen as less relevant to their needs and to the setting of an individual general practice. Self-
reported compliance with the guidance was generally high in areas like pre-employment checks and 
induction, but much less good in areas like end-of-placement reporting and supporting the locum with 
appraisal and revalidation.

Our qualitative research confirmed and extended the survey findings. For example, we found that giving 
locums a proper induction was viewed by locums as really important to their subsequent ability to 
perform in their role, and that issues not covered properly in their induction hampered them and could 
add to the workload of other members of the clinical team. But in our qualitative interviews with 
respondents who work with locums, we often found an unrealistic expectation that locums should come 
into the organisation and be able to start work immediately – to ‘hit the ground running’ – and that they 
should devote all their time to clinical work as that was what they were being paid – and paid well – to 
do. Locums themselves reported taking steps – like working in fewer organisations and avoiding some 
organisations, working at a lower level/grade and limiting their scope of practice – to deal with the 
problems of being inadequately inducted and supported.

This was part of a wider negative and stigmatising narrative which often cast locums as less 
professional, less committed, less competent, less reliable and more financially motivated than 
permanent medical staff. By ‘othering’ locum doctors in this way, it was easier both to justify treating 
them differently (and less well) than other staff and to explain problems or difficulties with quality and 
safety as being attributable to locums and locum working. In short, it was easy to blame locums when 
things went wrong, and they were often either not there to defend themselves or not able to do so. 
The position of locum doctors was, by definition, precarious – they could be removed or have a 
placement ended easily.
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We would contrast this with the attitudes of patients to locum doctors, which were generally more 
accepting of locum working, and which valued access to seeing a doctor in a timely fashion over whether 
the doctor was a locum or not. Patients thought that traditional notions of relational continuity were not 
consistent with their own experiences of care, and some valued the fresh perspectives on their 
condition which came from seeing a different doctor.

It is clear from our research that locum working can have adverse consequences for the quality and 
safety of care, but that such consequences were probably more likely to result from the organisational 
setting and the working arrangements than they were from the locum doctors themselves and their 
competence, clinical practice or behaviours. It is also clear that there is great variation in the 
characteristics both of organisations which use locums and of locums themselves. One of the 
concerning findings from our research was that when problems related to locum doctors’ practice arose, 
they were not dealt with well.

How the clinical practice and performance of locum and permanent doctors compare
From our surveys of NHS trusts and general practices, respondents generally reported that on a range of 
areas of clinical practice, they thought locum doctors performed about the same as or worse than 
permanent doctors. It is notable that the areas where they tended to think locums performed worse 
were things like continuity of care, and adherence to guidelines and protocols, which are, as we have 
already discussed, more influenced by the organisational setting and arrangements like induction than by 
the locum doctor’s own clinical expertise and fitness to practice.

We were able to explore differences in practice in primary care directly through our quantitative analysis 
of the CPRD data set, and this provided some very interesting but quite mixed findings which should be 
interpreted with great caution. For example, our multivariate analysis found that patients who saw a 
locum doctor were less likely to make a return visit to the general practice within 7 days than those who 
had seen a permanent doctor. We found that locum doctors and permanent doctors had some 
differences in prescribing behaviour, but they were mixed (locums prescribed antibiotics and opioids 
more frequently but hypnotics less frequently than permanent doctors). Locum doctors were less likely 
to make referrals and to order tests. In terms of hospital events following a consultation with a locum, 
patients were more likely to visit accident and emergency within 7 days but there was no difference for 
hospital admission.

Conclusions

Locum doctors are a key component of the medical workforce in the NHS and provide necessary 
flexibility and additional capacity for healthcare organisations and services. We found that the extent of 
reliance on locum doctors varied considerably, but that an over-reliance on locums for service provision 
was undesirable. Some differences in practice and performance between locum and permanent doctors 
were found, but these seemed often to arise from organisational characteristics. We found patients 
were more concerned with the clinical expertise and skills of the doctor they saw than whether they 
were a locum or not. Organisational arrangements for locum working could be improved in many 
respects, and there were particular problems with the way any concerns about locum doctors were 
managed.
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Chapter 1 Background

The overall aim of this research on temporary doctors (generally termed locums) was to provide 
evidence on the extent, quality and safety of medical locum practice and the implications of medical 

locum working for health service organisation and delivery in primary and secondary care in the 
English NHS.

The use of locum doctors in the NHS is widely believed to have increased, and there have been 
widespread and sustained concerns among policy-makers, healthcare providers, professional 
associations and professional regulators about the quality/safety, cost and effective use of locum 
doctors. There was little prior research on locum practice/performance or working arrangements to 
confirm those concerns or to inform the development of working arrangements for locums which would 
assure safety and the quality of care.

Locum doctors in the National Health Service in England

The numbers of doctors working as locums in the NHS in England are thought to have grown 
substantially over the last decade, although there has been surprisingly little empirical data published 
on the NHS medical workforce to substantiate this trend. Nevertheless, between 2009 and 2015, the 
use of locums in NHS hospitals was reported to have almost doubled1 and between 2015 and 2019 
the number of locums working in primary care was reported to have increased by 250%.2 In 2018, 
8810 doctors were registered with the General Medical Council (GMC) as working primarily as a locum, 
representing 3.6% of all registered doctors, though it is believed that many other doctors undertake 
some locum work alongside more conventional permanent employment.3

Locum doctors are essential for maintaining continuity of service and providing flexibility in service 
capacity and provision. Healthcare organisations use them to cover gaps in rotas due to unplanned 
absence or recruitment and retention problems, and also to fill service gaps in underserved or shortage 
specialties and areas. However, rising locum numbers and particularly the associated increase in cost 
have led to a growing concern among policy-makers, employers and professional associations about 
locum use.4–6 Medical agency staff were estimated to have cost the NHS £1.1 billion in 2015–6,7 and a 
locum pay cap was introduced in 2015 to curb expenditure.8

Before undertaking this research, we had already undertaken an international review of the empirical 
and ‘grey’ literature on locum doctors and the quality and safety of patient care,9 in accordance 
with Preferred Reporting Items for Systematic Reviews and Meta-Analyses guidelines, including 
a comparative analysis of the use of locums in five countries. Our analyses showed that locums 
were regarded as necessary, as they allow healthcare organisations to maintain adequate staffing 
levels and flexibility, but also potentially problematic, in that their use may have adverse effects on 
continuity of care, patient safety, team functioning and costs. This literature also suggested that there 
was often a lack of robust systems for managing/overseeing locum doctors including inadequate 
pre-employment checks and induction, unclear line management structures, poor supervision and 
reporting of performance, and a risk that locums with performance problems move from organisation 
to organisation.

National Health Service Employers, NHS England and NHS Improvement have all produced guidance 
on locum working and employment for NHS organisations, locum agencies and locums themselves.10–12 
However, evidence suggests that some basic requirements (such as adequate induction and 
familiarisation with organisational systems and procedures) are often lacking, communication, especially 
about locum performance between organisations and locum agencies, is poor, and locum doctors often 
are not included in or given access to systems for clinical governance and professional development.13–15
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Some insights into these issues arose from the introduction of medical revalidation in the UK from 2012 
onwards. Revalidation requires all doctors to demonstrate that they are up to date and fit to practise 
through participating in regular, annual appraisals and securing a 5-yearly revalidation recommendation 
to the GMC from a senior doctor in their employing organisation [known as a responsible officer (RO)]. 
Research on the implementation of revalidation highlighted the lack of robust arrangements for clinical 
governance for locum doctors.14 Locums had difficulties in arranging annual appraisals and collecting the 
portfolio of supporting information about their practice that was required for revalidation [e.g. patient 
and colleague feedback, details of adverse events and complaints/compliments, records of continuing 
professional development (CPD) etc.]. As a result, their rates of deferral were higher than for any other 
group of doctors apart from trainees.16 A review commissioned by the GMC highlighted a number of 
concerns and recommended that the GMC and UK health departments should reform the arrangements 
for overseeing locum doctors.16

Theoretical context

Internationally, there has been an increasing shift towards non-standard forms of work such 
as temporary work17 and more people have ‘portfolio’ careers which involve them working for 
shorter periods or concurrently across different organisations, often without a conventional 
employment relationship.2

This research is grounded in three main existing bodies of literature/theory: that related to temporary 
workers in organisations and the causes/consequences of precarious employment;18–20 the wider 
literature on the sociology of the medical profession and particularly theories concerned with 
restratification and intraprofessional hierarchy and the nature and construction of professional 
identity;21–23 and theories concerned with social identity and intergroup relations, group identity 
and behaviours.24,25 The peripatetic nature of locum working may mean that locums practise on the 
periphery of healthcare organisations and of the profession, and may consequently have a weaker 
connection to organisational and professional norms and values. This raises questions about how locum 
doctors’ professional autonomy and identity are constructed and legitimised relationally, how group 
identities and intergroup relationships are constructed and enacted and the nature of intraprofessional 
group relationships and behaviours.

Our earlier qualitative research on the experiences of and attitudes towards locum doctors, involving 
interviews with locum doctors, locum agency staff and representatives of healthcare organisations who 
use locums,15 showed that locums were often perceived to be inferior to permanently employed doctors 
in terms of quality, competency and safety. Despite their relatively high occupational status as medical 
professionals, locum doctors experienced many of the difficulties seen in research on temporary workers 
in other sectors, such as marginalisation, stigmatisation and limited access to opportunities for training 
and development. Our findings suggested that the treatment and use of locums could have important 
potential negative implications for team functioning and patient safety.

The quality and safety of locum doctors

Some high-profile examples of locum failures in care over recent years have contributed to widespread 
concerns about the quality and safety of locum doctors.26–29 Locum doctors are often perceived 
negatively by patients,4 other healthcare professionals5 and NHS leaders.6 They are often regarded 
as less professional30 or as untrustworthy ‘outsiders’ who lack commitment and have poor intentions 
towards the organisation.31,32

However, empirical evidence that locum doctors provide care which is of a lower quality or less safe 
than permanent doctors is very sparse.9 But we do know that locum doctors are more likely to be the 
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subject of complaints, more likely to have those complaints subsequently investigated and more likely to 
be subject to sanctions by the GMC.33

Locum doctors may present a greater risk to quality and safety because they often work in unfamiliar 
teams and settings, and are less likely to receive proper oversight and necessary support from colleagues 
and employing organisations.33 The presence of locums in the work environment has been described 
as an ‘error-producing condition’.34 On the other hand, the shift towards locum working may represent 
a wider societal change in attitudes to careers and work–life balance and may provide employers with 
greater flexibility in staffing and greater externality of perspectives from locums who work across 
multiple organisations, while it may give locums reduced work pressures/risk of burnout, increased 
autonomy and new career opportunities/flexibility.

Our recent review found only eight empirical studies comparing locum and permanent doctor practice 
and performance (three of which were from the UK), generally with small sample sizes and weak 
methodologies. The most substantial study we identified was from the USA and compared 30-day 
mortality, costs of care, length of stay and 30-day re-admissions for a random sample of 1,818,873 
Medicare patients treated by locums or permanent physicians between 2009 and 2014. There were 
no significant differences in 30-day mortality rates between patients treated by locums compared with 
permanent doctors. However, cost of care and length of stay were significantly higher when patients 
were treated by locums. Furthermore, in subgroup analyses, significantly higher mortality was associated 
with treatment by locums when patients were admitted to hospitals that used locums infrequently, 
perhaps due to hospitals being unfamiliar with how to support locums. Only locum doctors who 
provided 60 days or more of care were included in the analysis, meaning that shorter-term locums, who 
might have had less opportunity to become familiar with the organisation, may have been excluded.35 
Overall, we concluded that there is limited empirical evidence to support the many commonly held 
assumptions about the quality and safety of locum working.

Conceptual framework

Our recent international review of the literature on locum working9 identified eight key factors through 
which locum working may affect the quality and safety of patient care and which may also provide the 
basis for mechanisms or interventions designed to improve the quality and safety of locum working. 
These factors are summarised in Table 1, and we have used this framework to structure and guide our 
research and analysis.

Research aim and research questions

The overall aim of our research was to provide evidence on the extent, quality and safety of medical 
locum practice and the implications of medical locum working for health service organisation and 
delivery in primary and secondary care in the English NHS. Our three main research questions were:

1. What is the nature, scale and scope of locum doctor working in the NHS in England? Why are 
locum doctors needed, what kinds of work do they undertake and how is locum working organised?

2. How may locum doctor working arrangements affect patient safety and the quality of care? What 
are the mechanisms or factors which may lead to variations in safety/quality between locum and 
permanent doctors? What strategies or systems do organisations use to assure and improve safety 
and quality in locum practice? How do locum doctors themselves seek to assure and improve the 
quality and safety of their practice?

3. How do the clinical practice and performance of locum and permanent doctors compare? What 
differences in practice and performance exist and what consequences may they have for patient 
safety and quality of care?
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TABLE 1 Factors which may affect the quality and safety of locum medical practice9

Theme Theme description

Governance and patient safety Locums are on the fringes of governance. Gaps in the oversight of locums 
continue to be a patient safety risk for example background checks. The short-
term nature of locum work means that locums are less likely to take part in clinical 
governance activities, such as audits and CPD.

Policies, procedures and continuity 
of care

Locums are less likely to be aware of contextual issues and local policies and 
procedures that are relevant to providing safe and effective care, especially if 
they do not receive adequate induction and briefing when they take up a locum 
role in a new/unfamiliar organisation. Locums are not prepared for practice in the 
same way as permanent staff – for example, inductions are often poor or absent, 
meaning locums are unable to carry out their duties safely and efficiently. Other 
risks include not knowing how to escalate concerns, and being placed in challeng-
ing environments where staffing is an issue. Procedures may be less likely to be 
carried out when a locum is on duty. The use of locums presents a patient safety 
issue and may have a negative impact on continuity of care.

Impact on the healthcare team – 
scope of practice

Locums (particularly short-term locums) can place burden on other members of 
the healthcare team, such as nurses and junior doctors, who could be expected 
to perform outside of their scope of practice to compensate for a locum’s lack of 
contextual/local knowledge/competencies.

Impact on the healthcare team 
– workload

Locum working can increase workload for other members of the healthcare 
team, for example, extra support for the locum who is unlikely to be familiar with 
policies and protocols and patients returning to see their regular doctor.

Information exchange – patients The quality and quantity of patient information may be reduced when locums 
are employed, as locums are less likely to be familiar with the patient group and 
how to report and hand over information about patients to other healthcare 
professionals.

Information exchange – locum 
practice

The quality and quantity of information exchange about locum doctor practice are 
poor, meaning that potentially relevant information about locum practice may not 
be shared with their regulator, employing agency or organisation where they are 
employed.

Professional isolation and peer 
support

Locums may become professionally isolated and may be less likely to establish/
maintain their professional networks and to have good informal networks of peers 
to turn to for advice, support or social interaction.

Professional motivation and 
commitment

Locums’ moral purpose and vocational commitment are often called into question, 
and it is suggested that they may be more motivated by financial rewards/incen-
tives than other doctors, and less committed to medicine as a vocation.
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Chapter 2 Overview of the study

The research aim and questions outlined at the end of the last chapter of this report were addressed 
through four main work packages. In this section, we provide a brief description of each work 

package and how it relates to the remaining chapters of the report. We also describe some important 
aspects of the research process including our project advisory group and patient and public involvement 
(PPI) arrangements and provide details of ethical approval for the research.

Overview of work packages and the structure of this report

The study was organised into four main work packages designed to address the three main research 
questions outlined above, as follows:

Work package 1 (addressing research questions 1 and 2) involved a survey of medical directors/medical 
staffing leads in NHS trusts in England and a survey of general practices in England. The two surveys 
examined the nature, scale and scope of locum doctor working, why locums were needed, what work 
they undertook and how their work was organised, and sought views on the performance of locum 
doctors and a range of issues concerning governance and oversight of practice. The findings from these 
two surveys are reported in Chapters 5 and 6 of this report.

Work package 2 (addressing research questions 1, 2 and 3) involved a combination of semistructured 
interviews and focus groups conducted across 11 healthcare organisations in both primary and 
secondary care in the NHS in England. We developed and used three interview schedules (for interviews 
with locum doctors; people who worked with locums in healthcare organisations; and patients and 
members of the public). The findings from this work package are reported in Chapters 7 and 8 of 
this report.

Work package 3 (addressing research question 1) involved the collection and analysis of existing routine 
quantitative data sets on locum doctor working in the NHS in England. We used quarterly workforce 
returns from all general practices in England to NHS Digital to examine locum working in primary care. 
We used weekly locum usage returns from all NHS trusts in England to NHS Improvement to examine 
locum working in secondary and community services. The findings from this work package are reported 
in Chapters 3 and 4.

Work package 4 (addressing research question 3) involved the collection and analysis of existing, 
routine quantitative data sets on doctors’ practice/performance which identify whether doctors 
are locum or permanent staff and so allow us to compare the practice/performance of locums and 
permanent doctors. We used the Clinical Practice Research Datalink (CPRD) linked to Hospital Episode 
Statistics (HES) to examine these issues in primary care. We sought to undertake a similar analysis 
in secondary care, using electronic patient record (EPR) data from two NHS hospitals: Salford Royal 
Hospital and the Bradford Royal Infirmary. However, we encountered a number of problems both in 
securing data extraction from the two hospitals' EPR systems and in identifying locum and permanent 
staff activity in the data sets, which severely limited our ability to examine these issues in secondary 
care. The findings from this work package are reported in Chapters 9 and 10.

Project advisory group

We convened a project advisory group which met regularly throughout the research and provided 
a valued sounding board for the research team as we developed and undertook fieldwork and data 
analysis and reported on our findings. We are very grateful to all members of the project advisory group, 
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which was chaired initially by Dr Paul Twomey, medical director for NHS England in the northern region, 
and then after his retirement by Dr Yasmin Khan who succeeded him in that position.

Patient and public involvement

We established a PPI forum with four patient members. The chair of our PPI forum was also a member 
of our project advisory group. The PPI forum were involved regularly in project design and planning, 
and gave us feedback and guidance on research materials and outputs (e.g. study protocol, participant 
information sheets, survey tools, interview schedules, emerging findings). Our PPI group coproduced 
our patient interview schedule, two members of our PPI forum led the patient focus groups and all were 
involved in analysis of patient interviews. We are grateful to our PPI group and their input throughout 
our project. We hope they will continue to provide invaluable support for developing strategies for 
sharing the findings of the research with the wider community and the public.

Ethical approval

The study sponsor was the University of Manchester. The study received ethical approval from the 
Health Research Authority on 8 December 2020 [Integrated Research Application System (IRAS) project 
ID: 278888; Research Ethics Committee (REC) reference: 20/NW/0386].
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Chapter 3 The use of locum doctors in general 
practices in England: analysis of routinely 
collected workforce data

Sections of this chapter have been reproduced from Grigoroglou et al.36 This is an Open Access article 
distributed in accordance with the terms of the Creative Commons Attribution (CC BY 4.0) licence, 

which permits others to distribute, remix, adapt and build upon this work, for commercial use, provided 
the original work is properly cited. See: https://creativecommons.org/licenses/by/4.0/. The text below 
includes minor additions and formatting changes to the original text.

Aims

In this chapter, we quantify general practice locum use in England for the period 2017–9 as an 
aggregate and by Clinical Commissioning Group (CCG) by age group, country of qualification and gender, 
for the entire general practitioner (GP) locum workforce of England and we make comparisons with 
other types of GPs (partners who share ownership and leadership of a practice; salaried GPs who work 
in a practice for a fixed salary; registrars who are GP in training; and GP retainers who are supported 
by NHS England to stay in practice often with caring or family responsibilities). We also examine which 
practice and population characteristics explain variability in locum use at the general practice level for 
the whole primary care population of England.

Methods

Data
We accessed several data sources to extract individual-level information on full-time equivalent 
(FTE) working hours (1 FTE = 37.5 hours/week), type of GP (i.e. locum GP, GP partner, salaried GP, 
GP registrar, junior GP and GP retainer), type of locum GP (i.e. long-term of infrequent locum) and 
GP characteristics (age, gender, country of qualification). General practice-level information was 
extracted on population age and gender, quality of care, morbidity burden, patient satisfaction, rurality, 
deprivation, single-handed practices and healthcare regulators rating for each general practice in 
England. Definitions and sources for all data are provided in Appendix 1.

Practitioner-level information from NHS Digital was extracted from practices at the last day of 
each reporting quarter, with 12 quarters available between 31 December 2017 and 30 September 
2020. We restricted the time period window, as there were differences in the methodology used by 
practices to report locum data prior to December 2017. For the period of analysis, some practices 
did not provide valid or complete records, and this resulted in some data being recorded as missing 
or estimated. Even though we excluded these records from the analyses, coverage was very high 
with approximately 95% of all practices providing valid workforce data in December 2019. FTE for 
locum GPs was derived as an average of the total number of hours worked in each month over the 
reporting quarter.37

From NHS Digital,38 we obtained information on achievement indicators for all long-term conditions 
in the UK’s Quality and Outcomes Framework (QOF), which we used to calculate morbidity burden 
and performance for each general practice in our data set. The QOF is a national pay-for-performance 
scheme in primary care that was introduced in 2004 with the aim to improve quality of care and linked 

https://creativecommons.org/licenses/by/4.0/
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financial awards to performance on achievement indicators. Lower-layer super output area (LSOA)-level 
deprivation, as measured by the Index of Multiple Deprivation (IMD) 2019,39 was available for all LSOAs 
(geographically defined neighbourhoods of 1500 people on average) and we assigned LSOA deprivation 
scores to practices based on the practice’s postcode. The IMD is a relative measure of deprivation for 
all 32,844 LSOAs in England where each LSOA is assigned a score on a continuous scale (i.e. 0–100) 
and a higher score corresponds to greater deprivation. We extracted data on patient satisfaction for all 
practices from the GP Patient Survey, data on rural/urban classification based on practices’ location40 
and practice overall inspection ratings from the Care Quality Commission (CQC). All data were matched 
on practice unique identifiers [i.e. organisation data service (ODS)] and year. Data were publicly available 
and did not require ethical board review.

Statistical analysis
We plotted total locum FTE against total FTE for all types of GPs over time for the whole of England. We 
used violin plots to compare the age and FTE distribution of locums and other GP types, and by gender. 
We plotted cumulative FTE by gender and country of qualification for all GP types. We calculated 
the average rate of general practice locum use in 2019 defined as total locum FTE as a proportion of 
the total GP FTE and visualised geographical variation in locum use at the CCG level with the use of 
spatial maps.

We used mean-dispersion negative binomial models with robust standard errors to model locum FTE, 
with fixed-effect predictors for region (as categorical, to account for between-region variations) and 
time (as continuous, to account for time trends). We used the natural logarithm of the annual total GP 
workforce FTE count as offset. We control for several practice characteristics in all models: deprivation, 
practice CQC ratings, the proportion of practice’s female population, the proportion of practice’s 
patients aged over 65 years, single-handed practices, rurality, QOF performance, QOF morbidity burden, 
patient satisfaction and practice workload defined as list size over total GP FTE. We used one set of 
negative binomial regression models to investigate the relationship between locum FTE and practice 
and population characteristics over time (2018–9) and one set of models to investigate the relationship 
cross-sectionally (2019).

Stata v16.1 was used for the principal data cleaning, management and analyses. For the two primary 
sets of analyses, we used the nbreg command with the exposure option and the incidence rate ratio (IRR) 
specification. Practices with < 1000 patients were omitted from the regression analyses because these 
practices are opening, closing or serving specific populations.

Results

Variation in locum use
Over time, reported mean locum use in England varied from 3.15% (1045.8 FTE) in December 2017 
to 3.31% (1157 FTE) of total GP FTE in September 2020 (Figure 1). The proportion of practices that 
reported at least some locum use varied from 37.4% and 40.8% in 2018 and 2019, respectively. Most 
locums (74%) worked in long-term positions compared with infrequent locums (26%) (Figure 2). Long-
term locum use remained stable over the study period, though there was a substantial 47% reduction 
in infrequent locum use between the first and the second quarter of 2020, indicating the impact of the 
COVID-19 pandemic.

Violin plots depicting the FTE distribution of locums and other types of GPs are presented in Figure 3. 
Median locum FTE in December 2019 was 0.09 FTE (0.7 sessions in a practice where 1 FTE = 8 
sessions) and we observed a similar distribution in FTE for both male and female locums in contrast to 
other GP types (e.g. GP partners/salaried GPs) where we observed large variation in the distribution of 
FTE between genders.
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Locum characteristics
Locum workforce characteristics in terms of age are presented in Figure 4. In December 2019, the age 
distribution of locums shared similar characteristics with the age distribution of both male and female 
salaried GPs. Median age of female locums was 41 years [interquartile range (IQR) 35–48] and median 
age of male locums was 44 years (IQR 37–55). The median age for GP partners, junior doctors, GP 
retainers and salaried GPs was 49, 31, 42 and 39 years, respectively.

Locum workforce characteristics in terms of gender are presented in Figure 5. Male locums accounted 
for 54.5% of total locum FTE. This was similar to GP partners who were mostly males (60%) but in 
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contrast to registrars/junior doctors (40.6%), GP retainers (18.5%) and salaried GPs (30.5%) who were 
mostly females.

Locum workforce characteristics in terms of country of qualification are presented in Figure 6. Most 
locums obtained their degree in the UK (63.8%), although this proportion was smaller compared with 
other types of GPs (82% for salaried GPs and 76% for partner GPs).

Geographic variation of locum use
We present variability in mean locum use at the CCG level across regions in 2019 in Appendix 1, 
Figure 28, with dark-shaded areas indicating higher locum use and light-shaded areas indicating lower 
locum use. Locum use varied substantially between regions (from 0.4% to 13.7%) with locum use 
accounting for 2.5% of total GP FTE in the North East and 7.4% in London. Descriptive statistics 
on locum FTE, population size estimates, number of practices, census information, deprivation and 
QOF population achievement for all English regions in 2019–20 are reported in Table 2. In Table 24, 
Appendix 1 we provide a table with 10 CCGs with the highest use of locums and 10 CCGs with the 
lowest use of locums in 2019.

Results from regression analyses
After adjusting for practice and population characteristics, large variability in locum FTE between 
regions persisted (Table 3). Using Midlands as the reference category, practices in London had the 
highest locum FTE [IRR = 1.369, 95% confidence interval (CI) 1.180 to 1.588], and practices in the North 
East and Yorkshire had the lowest locum FTE (IRR = 0.711, 95% CI 0.626 to 0.843).

Care Quality Commission ratings appeared to be a strong predictor of locum FTE, where practices 
rated as having inadequate (IRR = 2.108, 95% CI 1.370 to 3.246) and good services (IRR = 1.343, 
95% CI 1.103 to 1.637) had higher locum FTE than practices that were rated as having outstanding 
services. Single-handed practices had substantially higher locum FTE (IRR = 4.611; 95% CI 4.101 to 
5.184) compared with group practices. For practices in rural locations, locum FTE was 25% higher 
than for practices located in urban areas (IRR = 1.250; 95% CI 1.095 to 1.428). Practices with a higher 
proportion of female population had 3.3% lower locum FTE (IRR = 0.967; 95% CI 0.959 to 0.981) than 
practices that had a higher proportion of male population. A larger patient population in the over-65 age 
group was associated with 3% lower locum FTE (IRR = 0.970, 95% CI 0.950 to 0.984). Finally, patient 
satisfaction was very weakly associated with locum FTE, while deprivation, QOF quality of care, QOF 
morbidity burden and practice workload did not appear to have any discerning effect on practice locum 
FTE. Partial results from the overtime and cross-section regression models are reported in Table 3 and 
the full results are reported in Appendix 1, Table 25.
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FIGURE 5 Gender breakdown by GP type, December 2019.
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Discussion

Summary
This work describes a methodological approach to capture and monitor the scale and scope of the 
GP locum workforce in English primary care. Our findings suggest that between December 2017 and 
September 2020, the proportion of GP locum work in the NHS has remained relatively stable, despite 
widespread perceptions that the number of locum GPs has risen.3 Regarding regional variation and the 
characteristics of locums, we describe the intensity of locum use in general practice and how this varies 
across regions, as well as important information about the composition of the GP locum workforce. 
We identified substantial geographical variation in locum use between and within regions suggesting 
differences in the distribution of locums in England. Our comparisons of locums with other GP types 
showed that locums were more mobile, younger males of whom most had qualified in the UK, although 
a large percentage had qualified elsewhere. Most locums were employed in long-term positions and on 
average they did relatively few sessions. Our regression analyses showed that practice characteristics 
such as rurality, CQC ratings and whether the practice was single handed were stronger predictors of 
higher locum FTE than population characteristics.

Strengths and limitations
This analysis was conducted at the population level and allowed us to quantify and examine the 
scale and characteristics of the GP locum workforce compared with other types of GPs for the first 
time across general practices in England. We explored whether variation in practice and population 
characteristics explain variability in locum FTE to account for different health needs across different 
practice populations. The study has national scope and comprehensive coverage of the primary care 
population (95% of all general practices).

We used publicly available routinely collected data from NHS Digital. However, other databases on 
workforce report different estimates on the number of locum GPs. The GMC register and the National 
Association of Sessional GPs estimate approximately 17,000–18,000 GPs with a locum licence in 
England in 2017,3,41 while the NHS Digital data report only 5040 employed locum GPs in December 
2017. There may be several reasons why these differences exist, one being that the NHS Digital data 
show a picture of the actual GP workforce at each time point rather than the prospective workforce that 
other databases report. Locum headcounts may overestimate locum use as some locum GPs may also be 
simultaneously permanently employed.
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TABLE 2 Descriptive statistics in 2019, by region

England
North East and 
Yorkshire South West East of England North West South East Midlands London

Locum GP FTE, yearly 
mean (95% CI)

192.1 (125 to 
259.2)

136.9 (118.9 to 
154.8)

137.8 (130.2 to 
145.3)

155.1 (147.1 to 
163.2)

165.1 (159.6 to 
170.7)

165.6 (152.5 to 
178.6)

254.8 (234.3 to 
275.4)

329.5 (323.5 to 
335.5)

Total GP FTE, yearly 
mean (95% CI)

4564.1 (1967.4 
to 6639.6)

5457.9 (2754.6 
to 8154.1)

3628 (1849.7 to 
5396.3)

3718.0 (1911.5 to 
5497.5)

4408 (1805.9 to 
6983)

4869 (2238.4 to 
7471.5)

6317.2 (2937.3 to 
9699.3)

4471.7 (1696.9 
to 7254.1)

Locum use (%)a 4.2 2.5 3.8 4.2 3.7 3.4 4 7.4

General practice 
population

57,653,853 8,788,992 5,477,907 6,692,664 7,057,650 9,178,676 10,780,976 9,676,986

Practices, n 6422 991 539 655 951 856 1268 1162

Single-handed 
practices, n

693 73 5 59 119 52 120 107

Practice list size, 
median (IQR)

7522 (4692– 
11,124)

7708.8 (4913.3–
10,884.5)

8760.8 (5996.8– 
12,481.5)

8997 (6065– 
12,868.5)

6410.3 (4212.3– 
9315.8)

9845.3 (6367.4– 
13,180)

7333.5 (4591.8– 
10,829.6)

7311.5 (4858– 
10,554)

IMD 2019,b median 
(IQR)

21.9 (12.5– 
35.5)

29.3 (15.7–46.8) 18.2 (11.4–26) 16.6 (9.2–24.5) 32.5 (17.3–52.8) 14.2 (7.6–22.5) 25 (14.3–39.8) 22.1 (13.6–30.7)

Practice female pop, 
median (IQR) (%)

3778 (2315– 
5611) (50)

3851 (2428.5–
5437.8) (50)

4392.5 (3035.8–
6365.5) (50.1)

4529 (3018.3–
6510.8) (50.3)

3165.8 (2088–
4686) (49.4)

4956.4 (3228.6–
6670.6) (50.3)

3639.3 (2250.3–
5441.9) (49.6)

3617.3 (2380.3– 
5248.5) (49.5)

QOF data

Population achieve-
ment, %, median (IQR)

82.2 (79.7– 
84.4)

83.1 (80.8–85) 82.6 (80.1–84.3) 82.5 (80.1–84.6) 82.6 (80.2–84.7) 81.8 (79.4–83.9) 82.5 (79.8–84.6) 80.6 (78–83.2)

Morbidity burden %, 
median (IQR)

67 (55–77.3) 75.7 (67.1–83.2) 73.2 (64.9–80.4) 64.8 (56.3–73) 74.2 (65.5–82.2) 64.2 (56.5–73.5) 71 (62.4–79.4) 50.6 (43.2–57.2)

Rural, % 15.4 17.2 32.5 27.1 5.3 21.4 18 0.1

a Locum use is defined as mean locum FTE as a proportion (%) of total GP FTE.
b Index of Multiple Deprivation measures the deprivation of the area in which a practice is located. A higher value indicates greater deprivation. The IMD values are on a scale of 0–100.
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Second, the GP workforce data collected by NHS Digital have been subjected to changes in data sources 
and methodology over the years and also include estimates for practices where data are incomplete or 
have not been submitted. We restricted our time period to exclude data prior December 2017 when 
the infrequent locum category was first reported in the collection and excluded estimates for those 
practices that did not submit valid data. Third, the locum data are believed to be under-reported when 
compared with other types of GPs, mainly due to the infrequent locum category for which reporting 
may be lower than long-term locum data. In September 2020, NHS Digital switched from quarterly to 
monthly data collections of the GP workforce data; however, the transition to monthly collection led 
to a decrease in the number of FTE for infrequent locums. For this reason, the data collections were 
reverted to quarterly to allow practice managers to report infrequent locum data in time.37

Interpretation of findings
Previous international evidence shows that the numbers of locums continue to rise,3,42,43 but our findings 
suggest that this may not be the case for GPs in England. Previous reports from the GMC and the 
National Association of Sessional GPs showed that the proportion of GPs with a locum GP contract had 
increased from 30% to 39% of all licensed GPs from 2013 to 2016 and was equivalent to approximately 
18,000 GPs in 2018.3

TABLE 3 Regression analyses results from negative binomial regression for locum use at the general practice level, over 
time (2018–9), cross-sectionally (2019)

Model A, analyses over time,  
sample size = 12,545 practice X year 
observations

Model B, cross-section 
analyses, sample size = 6117 
practices

Rurality (0 = urban, 1 = rural) 1.250 (1.095–1.428) 1.300 (1.085–1.559)

IMD 2019 1.002 (0.999–1.006) 1.005 (1.000–1.009)

QOF practice performance 1.005 (0.991–1.017) 1.009 (0.991–1.026)

Single-handed practice 4.611 (4.101–5.184) 4.618 (3.928–5.428)

QOF morbidity burden 1.384 (0.963–1.991) 1.255 (0.801–1.996)

Percentage of female population 0.967 (0.959–0.981) 0.970 (0.946–0.994)

Proportion of practice population  
aged ≥ 65 years

0.970 (0.950–0.984) 0.971 (0.958–0.988)

Practice workload (total GP FTE/list size) 1.001 (1.001–1.002) 1.001 (1.001–1.002)

CQC ratings (reference group is 
Outstanding)

Reference group Reference group

Inadequate 2.108 (1.370–3.246) 2.687 (1.451–4.974)

Requires improvement 1.229 (0.949–1.592) 1.198 (0.822–1.744)

Good 1.343 (1.103–1.637) 1.267 (0.947–1.696)

Year (reference year is 2018) Reference year –

2019 1.055 (0.970–1.148) –

Constant 0.041 (0.011–0.142) 0.020 (0.004–0.111)

Notes
Locum use is defined as practice aggregate FTE of locum doctors. QOF performance is measured as % achievement of 
the population across all QOF indicators. Coefficients can be interpreted as percentage change, for example, adjusted 
locum use in London was 0.45% lower than the East of England (model A). Coefficients are reported as IRRs with 95% CIs 
in brackets.
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One recent study examined the geographical variation in the distribution of the GP workforce, including 
GP locums, across the 13 Health Education England regions using data from NHS Digital but did not 
make specific comparisons between locums and other types of GPs.44 Our comparisons can provide 
a review of the locum workforce at a more granular level which is also particularly relevant to NHS 
organisations (e.g. CCGs). To our knowledge, no other studies to date have examined contextual factors 
and their association with locum use in general practices.

The accurate monitoring of the GP workforce may help policy-makers and commissioners to understand 
current challenges in primary care, including capacity and composition of the GP workforce and inform 
workforce planning. This can be particularly useful to meet local healthcare needs with sufficient 
resources for training and deployment of GPs which will help ensure that the targets set out in the 
NHS long-term plan are met.45 For example, this research highlights elevated locum GP employment 
in practices in rural areas and those with inadequate CQC inspection ratings. These types of practices 
may face substantial challenges in recruiting and retaining permanent GPs and we could hypothesise 
that relatively high and sustained levels of locum use may be an indicator of wider problems which are 
affecting recruitment and retention.

Furthermore, this work lays the foundation for future analysis of other existing routine primary care data 
sets that contain information on service utilisation and patient outcomes. Additional work is needed to 
identify whether there exist differences in the clinical practice and performance between locum doctors 
and permanent doctors and also what consequences these may have for patient safety and quality of 
care. Future work should also aim to identify career intentions of locum GPs and what factors influence 
the choice to work as a locum. Furthermore, it will be important to understand what implications these 
career intentions and the observed locum workforce characteristics have on future workforce planning. 
As more data become available, the impact of COVID-19 on the use of the GP locum workforce should 
be examined.

Locum GPs have an important role in the delivery of primary care services, particularly in the delivery 
of out-of-hours care and in helping to address short-term workforce shortages. Despite expectations 
that locum GP numbers are rising, we found that locum use in primary care has remained stable over 
time though the use of locums seems to vary substantially across different practice types and areas of 
the country.
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Chapter 4 The use of locum doctors in 
National Health Service trusts in England: 
analysis of routinely collected workforce data 
and electronic patient records

Aims

In this chapter, we use data from NHS Improvement to quantify and describe locum use, and its 
variation, for all acute, ambulance, community and mental health NHS trusts in England from January 
2019 to December 2021. We describe the rate at which NHS trusts were able to fill locum shifts and 
whether NHS trusts find their locum workforce via their own NHS staff banks or via locum agencies. 
We explore regional variations for these measures and identify NHS trusts with the highest and lowest 
locum usage in 2019. Finally, we examine whether some NHS trust and population characteristics 
explain variability in locum use at the trust level.

Methods

Data

National Health Service trust temporary staff employment data
In England, NHS Improvement is responsible for setting out rules which trusts are expected to follow on 
temporary staff expenditure. The rules have a strong focus on providing support to trusts to reduce their 
expenditure and to move towards a sustainable model of temporary staffing. To fulfil this responsibility 
and support trusts, NHS Improvement collects information from all NHS trusts on their employment 
of temporary staff. These data are not published and were secured for research through a bespoke 
data-sharing agreement.

We analysed data on locum use for all NHS trusts in England between January 2019 and December 
2021. Data record the weekly number of shifts that were filled by bank or agency locums for each acute, 
ambulance, community and mental health trust in England. A shift is defined as the period between 
the doctor commencing and finishing their work, but the duration of shifts is not collected. Bank staff 
are defined as staff who are usually sourced in-house or from temporary staff banks such as NHS 
Professionals, which is the largest of these banks supplying temporary staff to NHS trusts.46 Agency staff 
are defined as staff who are not on the payroll of the NHS organisation offering employment and are 
sourced from a third-party agency.

National Health Service Improvement data record information on the number of shifts filled by 
temporary staff in all staff groups, but we focus on the medical and dental group which includes the 
aggregate number of shifts, done by all doctors and dentists. The data contain the total number of shifts 
that were filled by bank staff, the total number of shifts filled by agency staff and the total number of 
shifts requested by each trust in every reporting week, grouped for doctors and dentists. A detailed 
table of all the variables in the NHS Improvement data is provided in Appendix 2.

National Health Service trust characteristics
We collected monthly data on all trusts’ substantive employees represented as FTEs and trust annual 
job turnover data for the medical and dental staff group using the NHS Workforce Statistics database.47 
Trust type information and trust overall inspection ratings were obtained from the CQC, which rates 
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NHS trusts as outstanding, good, requiring improvement or inadequate.48 Trust-level deprivation 
was derived using hospital admissions data from NHS Digital and aggregating inpatient postcode 
deprivation for each trust.49 Trust-level vacancy rates were obtained in the form of advertised FTE roles 
for medical and dental staff, available from the NHS Vacancy Statistics from NHS Digital.50 These trust 
characteristics were linked to temporary staffing data using unique trust identifiers and are discussed in 
detail in Appendix 2.

Outcome measures

Locum intensity
Our primary outcome measured locum intensity for each NHS trust in every reporting week. To calculate 
locum intensity, we combined bank and agency shifts to obtain the total number of shifts reported 
at trust level in every reporting week. We adjusted this weekly total by the size of the permanent 
medical and dental workforce in each trust, specifically, the total number of locum shifts was divided 
by permanent doctor FTE, including dentists (i.e. FTE of NHS and Community Health Hospital Doctors, 
Consultants, Associate Specialists, Specialty Doctors, Specialty Registrars, Foundation Doctors/
Postgraduate Doctors) to give the locum intensity. The annual mean locum intensity was calculated over 
12 months of data. A locum intensity of 0.25 indicates that the trust-filled 0.25 locum shifts per week 
per FTE permanent doctor. We report locum intensity in this way because we do not know the length 
of the reported locum shifts and therefore cannot directly convert them into FTE. If we assume that one 
FTE permanent doctor typically works five shifts per week and that shift length for permanent doctors 
and locum doctors is broadly equivalent, then a locum intensity of 0.25 means that 5% of medical 
staffing in that week was provided by locums.

Proportion of agency shifts
Our second outcome measured trusts’ reliance on agency staff, which are more costly than bank staff. 
We divided the number of agency shifts by the total number of filled shifts for every trust in every 
reporting week. An annual mean proportion of agency shifts was then calculated for each trust over 
12 months of data.

Proportion of unfilled shifts
Our third outcome measures shifts that the trust was unable to fill. The total number of shifts requested 
by each trust in every week was provided by NHS Improvement. The number of filled shifts was 
subtracted from the number of shifts requested to obtain the number of unfilled shifts for each trust in 
each week. We calculated the proportion of unfilled shifts by dividing unfilled shifts by shifts requested. 
An annual mean proportion of unfilled shifts was calculated for each trust over 12 months of data. Trusts 
occasionally reported a higher number of shifts filled than requested. In these cases, we adjusted the 
number of shifts requested to reflect the number of total shifts filled in that week. These adjustments 
were made 811 times out of 11,450 (7.1%) trust-week observations in 2019.

A worked example of the algorithm that we used in each calculation is illustrated below:

1. To obtain the mean locum intensity for Manchester University NHS Foundation trust in 2019, we 
combined the number of bank and agency shifts to calculate the total number of filled shifts out 
of the number of shifts requested. For every reporting week in 2019, we divided the total number 
of shifts that week by the permanent doctor FTE reported for the month in which that week fell. 
For example, in the week commencing 7 January 2019, Manchester University NHS Foundation 
trust reported 205 agency shifts and 283 bank staff shifts. We divided the total number of shifts 
(i.e. 488) by the reported permanent doctor FTE in January (i.e. 4378.8) to obtain a locum intensity 
value of 0.11, suggesting that for every one full-time doctor, the trust had 0.11 locum doctor shifts 
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that week. That would equate to 2.2% [(0.11/5)*100] of care provided by locums in that week if we 
assume five shifts per FTE.

2. We calculated the proportion of shifts filled by agency staff by dividing the total number of agency 
shifts by the total number of all shifts (agency and bank) for each trust in every reporting week. For 
example, the proportion of agency shifts for Manchester University NHS Foundation trust in the 
week commencing 7 January 2019 was (205/488)*100 = 42%.

3. We also had information on the number of shifts that each trust requested in every reporting week. 
For the same week, Manchester University NHS Foundation trust requested 574 bank and agency 
shifts but failed to fill 86 of these giving an unfilled rate of 15% [(86/574)*100].

Our analysis data set contained information on locum intensity, proportion of agency shifts, proportion 
of unfilled shifts and trust characteristics for 229 acute, mental health, ambulance and community health 
trusts in 2019. Of these, three acute trusts and one ambulance trust did not report data on monthly 
doctor FTE, and one acute trust and seven ambulance trusts reported zero weekly locum returns in 
every reporting week. Eight ambulance, one acute, one mental health and one community trust reported 
zero agency shifts in every reporting week. We also explored variation in the three outcomes over time, 
with 224 and 221 trusts reporting bank and agency shift data to NHS Improvement, in 2020 and 2021, 
respectively.

Analysis

National Health Service trust temporary staff employment data
Our first set of analyses was descriptive, and we used ordered bar charts to show the distribution of 
locum intensity, proportion of agency shifts and proportion of unfilled shifts for all trusts in 2019–21. 
Violin plots showed the geographic variation in each outcome across regions. We used spatial maps 
to illustrate the distribution of each outcome across all Sustainability and Transformation Partnerships 
(STPs), local partnerships aiming to improve health and quality of care in the areas they serve. Analysis 
from 2019 to 2021 uncovered whether trusts reported changes over time in locum intensity, proportion 
of agency shifts and proportion of unfilled shifts, a period including a majority of the COVID-19 
pandemic in England.

Our second set of analyses was inferential and employed three mean-dispersion negative binomial 
regressions to model locum intensity, proportion of agency shifts and proportion of unfilled shifts in 
2019. Each model used robust standard errors with fixed-effects predictors for region (as categorical, to 
account for between-region variation). Our dependent variables were: the mean number of total shifts 
(offset: natural logarithm of annual mean total permanent doctor FTE); the mean number of agency 
shifts (offset: natural logarithm of the annual mean total shifts); and the mean number of unfilled shifts 
(offset: natural logarithm of annual mean total shifts requested). Our choice of negative binomial models 
over standard Poisson models was based on the presence of overdispersion in the three outcomes. We 
controlled for CQC inspection rating, trust type (NHS general acute trusts, NHS specialist trusts, mental 
health trusts and ambulance trusts), trust size (quintiles of trust permanent doctor FTE), turnover and 
vacancy rates and regional effects.

The final data set consisted of 197 trusts out of 229 trusts in 2019 with complete data for all covariates 
(8.6% of missing data). We performed a sensitivity regression analysis excluding 25 ambulance and 
community trusts as these trusts tend to employ very small numbers of doctors relative to acute and 
mental health NHS trusts. The exclusion of ambulance and community trusts allowed us to examine 
the effects of deprivation, which could only be measured for acute and mental health NHS trusts. Stata 
v16.1 was used for the principal data cleaning, management and analyses. We used the nbreg command 
with the exposure option.
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Results

Overall locum use
In 2019, total unadjusted locum use for all trusts in England was 2,004,485 shifts, of which 909,029 
(45.3%) were bank shifts and 1,095,455 (54.7%) were agency shifts. Trusts requested 2,316,302 shifts 
with a trust mean of 208 per week [standard deviation (SD) = 258.3]. The completeness of the data was 
good with 99% of all trusts reporting at least some locum use in any week.

Locum intensity
Figure 7 plots the ranked mean locum intensity in 2019 for 219 NHS trusts in England showing 
significant variation in locum use across trusts. Mean locum intensity was 0.22 (SD = 0.16) 
(median = 0.195; 25th–75th centile = 0.11–0.31), indicating 0.22 locum shifts per permanent doctor 
FTE. Assuming five shifts per FTE, the locum intensity is equivalent to 4.4% of medical staffing provided 
by locums (25th–75th centile = 2.2–6%). Four ambulance trusts, three acute trusts and one community 
trust were not included in this analysis as they reported very low or zero permanent doctor FTE and 
therefore adjustments in their locum intensity could not be performed. The ranked rates of locum 
intensity in 2020 and 2021 are presented in Appendix 2, Figures 29 and 32. We report the 10 trusts with 
the highest and lowest reported locum intensity in 2019 in Appendix 2, Table 26.

Proportion of agency shifts
The proportion of locum shifts filled by locum agency staff (rather than from staff banks) ranked from 
low to high at the trust level is depicted in Figure 8. The use of agency shifts varied substantially across 
trusts in 2019 with a mean of 66.1% (SD = 28.5%; median = 68.9%; 25th–75th centile = 43.5–95.8%). 
Half of trusts51 reported 100% of shifts filled by agency staff at some point in 2019, of which 24 trusts 
reported that shifts were filled entirely by agency staff in every week. Eight ambulance, one acute, one 
mental health and one community trust reported zero agency shifts in every reporting week in 2019. We 
present the ranked proportion of agency shifts for 2020 and 2021 in Appendix 2, Figures 30 and 33.

Proportion of unfilled shifts
In Figure 9, trusts are ranked from low to high on their proportion of unfilled shifts. Overall, trusts 
were able to fill the majority of their requested shifts either via bank or agency staff, but we observed 
substantial variation. The mean proportion of unfilled shifts was 11.3% (SD = 11.9%; median = 7.23%; 
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25th–75th centile = 0–18.1%). Seven ambulance and one acute trust did not request any shifts at any 
point in 2019. The ranked proportions of unfilled shifts for 2020 and 2021 are presented in Appendix 2, 
Figures 32 and 34.

Regional variation in locum use
In Table 4, we present descriptive statistics on outcomes and trust characteristics at the regional level 
for 2019. Figure 9 shows regional variation in outcomes at the trust level in 2019. At the regional 
level, median locum intensity varied substantially from 0.13 in the South West of England to 0.26 in 
the Midlands (Table 4 and Figure 10). We also observed large variation in the proportion of agency 
shifts across regions. Trusts in London filled the lowest proportion of shifts using agency staff with 
a median of 44.8%, while trusts in the East of England filled the highest with a median of 78.1% 
(Table 4 and Figure 11). Trusts in the East of England filled requested shifts more successfully with 
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TABLE 4 Descriptive statistics in 2019, by region

East of 
England London Midlands

North East and 
Yorkshire

North 
West

South 
East

South 
West

Locum intensity 0.19 0.18 0.26 0.17 0.21 0.19 0.13

Proportion of agency shifts (%) 78.1 44.8 75.6 74.7 65.3 60 77.9

Proportion of unfilled shifts  
(% of requested shifts)

3.25 11.6 3.5 3.9 6.5 4.8 5

Full-time doctor FTE 803.3 869.1 569 715.5 612.6 1013 701.1

Trust types

NHS general acute trusts (n) 16 18 20 22 20 17 17

Acute – NHS specialist trusts (n) 1 5 3 1 6 1 -

Mental health trusts (n) 4 10 12 9 6 5 6

Community health (n) 3 2 4 1 2 5 -

Ambulance service (n) 1 1 2 2 1 2 1

Notes
Locum intensity is adjusted for mean total full-time doctor FTE in 2019. The proportion of unfilled shifts for trusts that 
reported a higher number of shifts filled than shifts requested was capped at 100%.
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unfilled shifts of 3.25%, whereas trusts in London had unfilled shifts of 11.6% (Table 4 and Figure 12). 
Regional variation for the three outcomes in 2020 (Figures 35–37) and 2021 (Figures 38–40) is 
presented in Appendix 2.

We investigated spatial variation within and between regions using spatial maps at the STP level (see 
Appendix 2, Figures 41–43). Substantial variability was observed for all three outcomes both within and 
between regions. High levels of locum intensity were concentrated in the Midlands, the North East and 
Yorkshire and the North West. The South East and South West ranked among the lowest in terms of 
locum intensity. High proportions of agency shifts were observed in areas in the Midlands, the East of 
England and the North East and Yorkshire. London had by far the lowest proportion of agency shifts. The 
proportion of unfilled shifts was high in areas in London, the Midlands and the South West and low in 
the East of England.

Results from regression analyses
The regression analyses results using the three different outcomes are presented in Table 5. The results 
are reported as IRRs for the coefficients of interest. Sensitivity analyses, where we excluded ambulance 
and community trusts and examined the effects of deprivation on our three outcomes were nearly 
identical to the results from the main analyses. Deprivation did not appear to have any discernible effect 
on any of the three outcomes. The results from the sensitivity analyses are provided in Appendix 2, 
Table 27.

100

50

0

E
as

t 
o

f E
n

gl
an

d

Lo
n

d
o

n

M
id

la
n

d
s

N
o

rt
h

 E
as

t 
an

d
 Y

o
rk

sh
ir

e

N
o

rt
h

 W
es

t

So
u

th
 E

as
t

So
u

th
 W

es
t

Regional variation in the proportion of agency shifts in 2019**
P

ro
p

o
rt

io
n

 o
f a

ge
n

cy
 s

h
if

ts

FIGURE 11 Regional variation in the proportion of agency shifts, 2019. Figure includes data from 229 NHS trusts in 2019.



24

NIHR Journals Library www.journalslibrary.nihr.ac.uk

THE USE OF LOCUM DOCTORS IN NATIONAL HEALTH SERVICE TRUSTS IN ENGLAND

Locum intensity
Results indicate that in 2019 trust size was a strong predictor of locum intensity. Using quintile 1 (i.e. 
small trust size) as the reference group, our results showed significant reductions in locum intensity for 
medium and very large trusts with IRRs of 0.496 (95% CI 0.299 to 0.825) for quintile 3, and 0.347 (95% 
CI 0.187 to 0.644) for quintile 5. As an example of interpretation, comparing quintile 1 and quintile 3 
suggests a locum intensity 50.4% lower for the medium size trusts. NHS specialist trusts had a 71.5% 
lower locum intensity (IRR = 0.285; 95% CI 0.174 to 0.468) than NHS general acute trusts. Ambulance 
service trusts had 55 times higher locum intensity than NHS general acute (IRR = 55.43; 95% CI 20.56 
to 149). However, this result is an artefact of the very low numbers of permanent doctors employed by 
ambulance trusts when compared with other trusts. CQC ratings were strongly associated with higher 
locum intensity with trusts rated as inadequate or required improvement having 49.5% (IRR = 1.495; 
95% CI 1.191 to 1.877) higher mean locum intensity than trusts rated good or outstanding. Staff 
turnover rates had negligible effects on locum intensity (IRR = 1.015; 95% CI 1.009 to 1.021). Trusts in 
the South West had 40.25% lower locum intensity than trusts in London (IRR = 0.575; 95% CI 0.361 to 
0.915).

Proportion of agency shifts
National Health Service specialist trusts and mental health trusts had 51% (IRR = 1.510; 95% CI 
1.086 to 2.100) and 57.6% (IRR = 1.576; 95% CI 1.198 to 2.07) higher proportion of agency shifts 
than NHS general acute trusts. Ambulance service trusts had 96.7% lower proportion of agency shifts 
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(IRR = 0.033; 95% CI 0.008 to 0.147) than NHS general acute trusts. Trusts in the East of England had 
the highest proportion of agency shifts compared with trusts in London (IRR = 1.525; 95% CI 1.167 to 
1.993).

Proportion of unfilled shifts
National Health Service specialist trusts had 76.7% higher proportion of unfilled shifts when compared 
with NHS general acute trusts. Trusts in the East of England had 59.80 lower rates of unfilled shifts 
when compared with trusts in London (IRR = 0.402; 95% CI 0.182 to 0.890).

TABLE 5 Negative binomial regression analyses for the three outcomes in 2019, IRR

Locum intensity Agency shifts Unfilled shifts

Trust-level aggregate FTE (reference 
group is quintile 1)

Reference group Reference group Reference group

Quintile 2 0.784 (0.527 to 1.676) 0.945 (0.734 to 1.218) 0.936 (0.449 to 1.952)

Quintile 3 0.496 (0.299 to 0.825) 0.937 (0.675 to 1.301) 1.848 (0.735 to 4.645)

Quintile 4 0.611 (0.349 to 1.072) 0.883 (0.617 to 1.264) 1.878 (0.704 to 5.011)

Quintile 5 0.347 (0.187 to 0.644) 0.796 (0.530 to 1.195) 2.447 (0.826 to 7.251)

Trust type (reference group is NHS 
general acute trust)

Reference group Reference group Reference group

NHS specialist trust 0.285 (0.174 to 0.468) 1.510 (1.086 to 2.100) 0.233 (0.091 to 0.598)

Mental health trust 0.966 (0.628 to 1.486) 1.576 (1.198 to 2.073) 1.062 (0.508 to 2.221)

Ambulance service 55.43 (20.56 to 149) 0.033 (0.008 to 0.147) 3.894 (0.453 to 33.14)

Community service 1.443 (0.780 to 2.670) 0.962 (0.641 to 1.445) 1.360 (0.471 to 3.930)

CQC ratings (reference group is good 
and outstanding)

Reference group Reference group Reference group

Inadequate and requiring improvement 1.495 (1.191 to 1.877) 1.044 (0.907 to 1.201) 1.193 (0.789 to 1.804)

Trust-level substantive doctor turnover 
rates

1.015 (1.009 to 1.021) 1.001 (0.997 to 1.003) 0.995 (0.987 to 1.003)

Trust-level vacancy rates (FTE) 1.000 (0.999 to 1.001) 0.999 (0.999 to 1.001) 0.999 (0.997 to 1.001)

Region (reference region is London) Reference group Reference group Reference group

South West 0.575 (0.361 to 0.915) 1.447 (1.098 to 1.907) 0.687 (0.316 to 1.493)

South East 0.701 (0.472 to 1.041) 1.349 (1.047 to 1.736) 0.524 (0.252 to 1.092)

Midlands 1.041 (0.714 to 1.520) 1.425 (1.126 to 1.804) 0.548 (0.276 to 1.086)

East of England 0.813 (0.533 to 1.240) 1.525 (1.167 to 1.993) 0.402 (0.182 to 0.890)

North West 1.045 (0.705 to 1.550) 1.327 (1.035 to 1.701) 0.855 (0.412 to 1.773)

North East and Yorkshire 0.754 (0.495 to 1.150) 1.449 (1.120 to 1.875) 0.575 (0.269 to 1.230)

Constant 0.030 (0.152 to 0.601) 0.436 (0.283 to 0.671) 0.117 (0.038 to 0.357)

Sample size 220 214 214

Notes
Results are reported as IRRs, 95% CIs are in brackets, robust standard errors. Coefficients can be interpreted as 
proportionate changes, for example, trusts in the North West had on average 4.5% lower locum intensity than trusts in 
London.
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Locum use during the COVID-19 pandemic
Figure 13 shows the mean agency, bank, unfilled and total shifts per week at the trust level in 2019–21. 
Over time, the trust-level mean was 188.5 shifts per week (SD = 205.8), of which 95.2 (SD = 108.6) 
were agency shifts and 93.3 (SD = 135.8) were bank staff shifts and the mean of unfilled shifts across 
all trusts was 38.5 (SD = 85.2). Pre pandemic, we observed a small variability in the mean number of 
agency, bank and unfilled shifts. In March 2020, there was a steep decline (approximately 18%) in 
agency and bank shifts per trust as very few trusts reported locum use between March and April. In 
the third quarter of 2020, we observed an increase (approximately 15%) in agency and bank shifts per 
trust. In 2021, there was a steep steady increase in the mean number of unfilled shifts from 33.9 to 50.1 
(47.8% increase) between May and June, which was sustained throughout 2021 and reached a peak of 
69.2 unfilled shifts per trust in December 2021.

Discussion

Summary
This study provides evidence on the extent of locum use and factors associated with locum use in NHS 
trusts in England for the period 2019–21. Our findings show that, on average, 4.4% of medical staffing 
in NHS trusts in 2019 was provided by locum medical staffing. Trusts with lower CQC ratings, acute 
trusts and smaller trusts had higher locum intensity. We observed moderate variability in locum use 
across regions and greater variability in the proportion of shifts filled by agency locums. During 2021, 
the proportion of shifts that were unfilled reached a 3-year high. Our findings can help inform NHS 
organisations about the extent of their locum use and can provide important information about the 
effective planning of the NHS workforce.

Strengths and limitations
The main strength of this study is the national scope and coverage of every NHS trust of England. 
For the first time, using routinely collected data on locum use, we quantified the extent of locum 
use, sourced from agencies or banks, across all NHS trusts for the period 2019–21. We also explored 
whether trusts were able to cover sufficiently for staff shortages and identified drivers of locum use at 
the trust level for the whole of England. We reveal the impact of COVID-19 on locum use in NHS trust. 
Our analyses allowed us to control for measured trust and population characteristics.
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However, this study has some important limitations which should be considered when interpreting the 
key findings. First, the NHS Improvement data do not reveal information on locum use by specialty and 
there may be substantial variations across specialties which we could not identify. Second, although 
NHS Improvement collects data on the number of locum shifts, it does not collect the shift duration 
or locum FTE which would allow a more straightforward comparison with permanent doctor FTE. We 
had to assume that shift lengths for permanent and locum doctors were broadly equivalent in order 
to estimate the proportion of medical staffing provided by locum doctors. Third, there may also exist 
variability in locum use between locums of different types (e.g. infrequent or long-term locums) or 
durations apart from the agency/bank categories, which has been observed in general practice.36 Some 
locums may be employed for several months52 often to cover a vacancy which has not been filled, while 
others may cover short-term absences such as illness for as little as one or two shifts and we did not 
have that information. Fourth, the data set has no information on how well NHS trusts use their locum 
workforce such as the provision of adequate induction, training, supervision and feedback in accordance 
with National Health Service England (NHSE) guidance. Prior work15 suggests that locum performance 
is driven more by organisational attributes such as these than by the characteristics of the locum 
doctors themselves.

Interpretation of findings
The use of locum doctors is important because of the high level of spending it entails and because of 
concerns about the quality and safety of locum staffing arrangement.9 Our study shows that the actual 
level of locum use, as a proportion of overall medical staffing, is relatively low on average, but varies 
considerably, with some trusts having much higher use of locums and some trusts relying overly on more 
expensive agency locums rather than using staff banks.

Some of this variation may be explained by organisational characteristics. For instance, larger trusts may 
be more able to cover workforce gaps within their own staff without needing locums, and specialist/
tertiary trusts may find it easier to recruit and provide attractive workplaces compared with general 
acute trusts. Mental health trusts may face particular staffing shortages, which may explain the high 
level of agency locum use.

Our results show significantly higher locum intensity in trusts with worse CQC ratings (inadequate or 
requires improvement). It may be that these trusts find it harder to recruit and fill workforce gaps, but 
it could also be hypothesised that sustained high levels of locum use may impact quality and safety and 
hence affect CQC ratings.

The introduction of the first UK lockdown brought significant reductions in the numbers of both bank 
and agency locum doctors employed across NHS trusts, due to cancellations in elective care. However, 
shortly after, trusts started employing more locums likely in an effort to tackle excessive workload and 
increasing demand for healthcare services during the pandemic. Furthermore, in 2021, we observed 
an increase in the mean number of shifts filled by bank compared with the previous years and this 
was accompanied with a stable trend in agency shifts and an increase in the number of unfilled shifts. 
This suggests that trusts were meeting the increased demand with bank staff, which is in line with the 
new agency rules enacted by NHS Improvement in 2019 that aim to reduce reliance on agency staff.53 
Despite the increase in the mean number of total shifts, trusts appeared to be less able to fill the 
number of shifts they were requesting over the second half of 2021. This may suggest a persisting high 
workload for permanent doctors that trusts were unable to address with the use of locum doctors over 
that period.
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Chapter 5 The use of locum doctors: findings 
from a national survey of National Health 
Service trusts in England

Aims

This chapter explores the use of locum doctors in NHS trusts in England through a national survey of 
NHS trusts. Locum working has benefits for individual doctors and organisations but there are concerns 
about the impact of locum working on continuity of care, patient safety, team function and cost.9,54,55 
The aim of this study was to conduct a national survey of NHS trusts to explore locum work, and better 
understand why and where locum doctors were needed; how locum doctors were engaged, supported, 
perceived and managed; and any changes being made in the way locums are used.

Methods

Questionnaire design
The survey was developed with input from stakeholders including a medical director, a research director, 
a senior leader in medical staffing, the chair of our PPI forum, a GP locum and a managing director of a 
locum agency. Drafts of the survey were sent out via e-mail and stakeholders responded with comments, 
and where possible in-depth discussions were conducted with stakeholders to gain further feedback. 
The research team discussed the comments received and made appropriate changes.

The study was approved by the Health Research Authority – National Research Ethics Service England, 
and the initial page of the survey stated that by completing the survey participants were agreeing to 
take part in the study.

An 89-question custom-built online open survey56 was generated using Qualtrics software.57 We collected 
information about why locums were needed, how locums were recruited, supported, perceived and 
managed, how the work of locums compared with permanent doctors, experiences of locum agencies, 
familiarity with the NHSE guidance for supporting locums and how concerns about locums were dealt 
with. We also sought the views of NHS trusts about the advantages and disadvantages of locum work and 
how they see locum doctor work changing in the future. A copy of the survey is provided in Appendix 3.

For the purposes of this survey, we defined a locum doctor as a doctor in a temporary or fixed-
term placement, engaged through a locum agency, internal locum bank or directly contracted by a 
healthcare organisation.

Survey distribution
This was a survey of 191 NHS trusts in England. Prior to distribution, we e-mailed ROs to make 
them aware of the research and to encourage engagement. A RO is accountable for the local clinical 
governance processes in their particular healthcare organisation, focusing on the conduct and 
performance of doctors. RO duties include evaluating a doctor’s fitness to practise, and liaising 
with the GMC over relevant procedures.58 The survey was initially sent to trust ROs in England and 
periodic reminders were sent to non-responders. Due to a low initial response rate, we contacted 
non-responding trusts by telephone to identify appropriate contacts at each trust. The survey was then 
sent to each of the contacts provided, which included R&D departments, medical staffing departments 
and medical directors. The electronic link to the survey was active for 7 months between June and 
December 2021 to allow trusts the time to respond during the pandemic.
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Survey analysis
We analysed numeric and Likert scale data from survey respondents using frequency tables. 
Comparisons between NHS trusts who responded to the survey and all other NHS trusts in England 
were performed using t-tests. Since most survey responses were not normally distributed, non-
parametric tests were used. Differences were investigated using Mann–Whitney U-tests.

Three free-text questions were analysed using thematic analysis;59,60 these questions asked about the 
advantages and disadvantages of locum agencies, the advantages and disadvantages of locums and the 
future of locum work. Employing an inductive approach – coding and theme development – involved 
identifying patterns of shared meaning across responses and was driven by the content of the comments 
rather than a priori themes. The written responses mostly consisted of short sentences which provided 
additional contextual detail to the quantitative questions. The written responses were read and reread 
to become familiar with the content, and notes were made of any potential codes for each question 
by identifying recurring words or units of meaning.61 Responses to the three free-text questions were 
combined and mapped into overarching themes which encompassed the main issues highlighted in the 
data (a list of these themes and illustrative quotes are shown in Table 9). One further free-text question, 
which asked for opinions about the NHS England and Improvement guidance about supporting locum 
doctors, was not included in the thematic analysis as it was specific to the guidance. Illustrative 
comments are included to provide contextual detail to the quantitative question asking about trusts 
familiarity with the guidance.

Respondent characteristics
We surveyed a total of 191 NHS trusts and we received 98 usable responses (response rate 51%); of 
these, 89 completed the whole survey and 9 answered half or more of the questions. The responses 
included 66 (67%) acute hospitals, 26 (27%) mental health and 6 (6%) community health providers. The 
survey was completed by 35 (36%) Medical Directors and/or ROs (including Deputies and Associates), 
54 (55%) medical staffing (e.g. Temporary Staffing Manager, Head of Medical Workforce), 3 (3%) clinical 
staff and 4 (4%) other roles (e.g. Medical Human Resources Business Partner). One respondent did 
not complete the question about their job role. Compared with all other trusts in England, there was 
no significant difference in CQC ratings, reported extent of locum usage, permanent doctor FTE or 
deprivation, suggesting the responses were broadly representative of NHS trusts generally.

Results

The need for locums

How often trusts use locums
Over three-quarters of trusts always or most of the time used locums and only one trust reported 
that it made no use of locums. We asked trusts how long locums were typically engaged for at their 
organisation. Trusts used locums for all different engagement lengths, but locums were most frequently 
needed for medium-term (1–3 months) and long-term (3 months–1 year) lengths of time, and less 
frequently short term (1 week–1 month). Acute trusts used locums more frequently for very short (one 
session to under a week) and short-term lengths of time compared with mental health trusts (p < 0.001) 
and community health providers (p < 0.001).

Reasons for locum use
Trusts reported the main reason for using locums was because of difficulties recruiting doctors (Table 6). 
Acute trusts needed locums to cover planned medical workforce gaps more frequently compared with 
community health provider trusts (p = 0.008), to cover absences due to short-term ill health more 
frequently compared with mental health providers (p = 0.002) and to provide additional capacity to 
meet demand or need more frequently compared with mental health trusts (p < 0.001) and community 
providers (p = 0.021).
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TABLE 6 The reasons trusts need to use locums

Often Sometimes Rarely Never

Σ2

Trust typea

Because of difficulties recruiting doctors 69 (71.1) 21 (21.7) 6 (6.2) 1 (1.0) 2.25

Because of difficulties retaining doctors 12 (12.4) 38 (39.2) 39 (40.2) 8 (8.3) 1.12

To cover planned medical workforce gaps, for 
example maternity/paternity leave, holiday or 
sabbatical

28 (28.9) 52 (53.6) 15 (15.5) 2 (2.1) 6.88*

To cover absences due to short-term ill health 43 (44.3) 31 (32.0) 22 (22.7) 1 (1.0) 8.20*

To cover absences due to long-term ill health 25 (25.8) 50 (51.6) 20 (20.6) 2 (2.1) 4.03

To provide additional capacity to meet demand or 
need

34 (35.1) 38 (39.2) 21 (21.7) 4 (4.1) 16.40**

a df = 2.
* p < 0.05, ** p < 0.001.
Note
N = 97. Data are presented as frequency (%).

Factors important to trusts when selecting locums
Most trusts felt that all factors (availability, experience, cost, training and familiarity) were at least 
moderately important when selecting a locum with greater importance placed on availability and 
experience and less importance placed on cost and familiarity with the organisation.

How the need for locum doctors is met
The most frequent method for engaging locums was locum agencies. Nearly all respondents used locum 
agencies that were ‘framework suppliers’ (on a national procurement list selected by Crown Commercial 
Services) and three-quarters of trusts felt that locum agencies matched their needs and provided 
accurate information about locums. Trusts also frequently used internal locum banks and doctors who 
have previously worked for the organisation. The use of Doctors Direct (NHS Professionals) and digital 
platforms such as Locum Nest were much less frequent. Digital platforms were used significantly more 
by acute trusts compared with community providers (p = 0.023) and mental health providers (p < 0.001). 
Internal locum banks were used significantly more by acute trusts compared with community providers 
(p < 0.001) and mental health providers (p < 0.001).

National Health Service England and improvement guidance about supporting locums
Familiarity with the NHS England and Improvement guidance about supporting locum doctors varied 
across trusts. Over half of respondents were either very or somewhat familiar but less than half of trusts 
were either slightly or not at all familiar.

In free-text comments, some respondents were positive about the guidance and reported that they 
followed the guidance in their organisation.

At [name of trust] we apply the principles of the guidance in providing our agency locum doctors with a 
service induction when they start from the clinical service where they are working. Prior to them starting 
we provide them with a welcome providing information of where the post is, access to parking along with 
who their contacts are whilst in post.

Trust 31

Other respondents emphasised that they follow the guidance where possible or that focus is given to 
certain aspects of the guidance.
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Working short term has specific challenges. We are committed to have systems in place to support the 
professional development and governance of the Locum doctors. We have a dedicated Medical Lead to 
support and supervise the practice of the Locum Drs. Particular attention is given in pre-employment 
checks, occupational health and induction.

Trust 77

Respondents reported that the way medical staffing was organised and the cost of using locums can be 
barriers to implementing the guidance within their organisations.

The organisation does not have a temporary staffing team it also outsources the medical bank 
management however this is under review. Therefore best practice is not always adhered to at 
[Trust name].

Trust 87

Others felt that the guidance was unrealistic, contradicted other guidance requirements and did not 
recognise differences between trusts. It was also felt that these issues were exacerbated by current 
staffing pressures.

It’s perfect world stuff, the reality is it’s the Wild West and we are desperate to get people.
Trust 27

Difficult to do when we have to provide medical care and the substantive medical workforce are 
demanding locum cover … they do not read the guidance VS the GMC/CQC guidance.

Trust 53

I think it’s too generalised and doesn’t understand that each organisation works differently and not 1 size 
fits all.

Trust 25

Respondents commented that the guidance would benefit from being updated.

The guidance was put together in October 2018 so it is dated -query around some of the content around 
appraisals etc.

Trust 68

Application of the guidance
We asked trusts how frequently they followed different aspects of the guidance when locums were 
working in their organisation (Table 7). Key procedures such as verifying documentation and induction 
were conducted more frequently compared with, for example, providing feedback. Most trusts said 
they would report concerns about locums but support with annual appraisals (where appropriate) and 
revalidation was less frequent.

Trusts experiences of locum doctors
We asked trusts how care provided by locums compares with care provided by permanent doctors, in 
a number of areas (Table 8). Overall, care provided by locums was largely viewed as about the same as 
care provided by permanent doctors. Some trusts reported that care was worse, in particular in relation 
to continuity of care, but also adherence to organisational policies and guidelines, administrative errors 
and reporting of adverse advents. Mental health trusts were significantly more likely than acute trusts to 
report that workload for the permanent healthcare team was worse when care was provided by locums 
rather than permanent doctors.
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TABLE 7 Frequency of adherence to the NHS guidance about locums

Always Often Sometimes Rarely Never

Σ2

Trust typea
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Verify documentation (e.g. GMC registration and licence to practise, 
Healthcare Professional Alert Notices, identity, language, health 
clearance)

84 (90.3) 7 (7.5) 1 (1.1) 0 1 (1.1) 1.78

Provide an induction to enable them to carry out the work they are 
being engaged to do, including access to buildings and appropriate IT 
systems

65 (69.9) 20 (21.5) 7 (7.5) 1 (1.1) 0 1.34

Complete an end-of-placement/exit report 6 (6.5) 13 (14.0) 36 (38.7) 30 (32.3) 8 (8.6) 6.87*

Provide peer/colleague feedback for the locum doctor at the end of the 
placement

6 (6.5) 14 (15.1) 46 (49.5) 23 (24.7) 4 (4.3) 1.07

Support the locum doctor’s appraisal preparation 15 (16.1) 17 (18.3) 36 (38.7) 19 (20.4) 6 (6.5) 2.74

Provide an annual appraisal for the locum doctor, if appropriate to do so 
(in light of the nature and duration of the placement)

28 (30.1) 17 (18.3) 19 (20.4) 20 (21.5) 9 (9.7) 9.27*

Provide access to professional development activities 22 (23.6) 22 (23.6) 34 (36.6) 15 (16.3) 0 2.74

Encourage locum doctors to attend multidisciplinary team meetings 44 (47.3) 29 (31.2) 17 (18.3) 3 (3.2) 0 8.71*

Inform the locum doctor and locum agency or RO (where relevant) about 
serious untoward incidents they have been involved in (even if they are 
no longer employed at my organisation)

79 (85.0) 9 (9.7) 5 (5.4) 0 0 0.41

Inform the locum doctor and locum agency or RO (where relevant) 
about complaints they have been involved in (even if they are no longer 
employed at my organisation)

69 (74.2) 21 (22.6) 3 (3.2) 0 0 1.0

Support the locum doctor to engage with revalidation systems within my 
organisation

35 (37.6) 16 (17.2) 19 (20.4) 16 (17.2) 7 (7.5) 4.67

a df = 2.
* p < 0.05.
Note
N = 93. Data are presented as frequency (%).
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TABLE 8 How care is perceived when provided by locums rather than permanent doctors

Much better
Somewhat 
better

About the  
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Somewhat 
worse Much worse
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Adherence to organisational policies and guidelines (e.g. 
prescribing guidelines)

1 (1.1) 2 (2.2) 60 (65.9) 27 (29.7) 1 (1.1) 0.32

Providing continuity of care 1 (1.1) 1 (1.1) 44 (48.4) 42 (46.2) 3 (3.3) 3.40

Avoiding drug-prescribing errors 1 (1.1) 1 (1.1) 75 (82.4) 14 (15.4) 0 2.58

Avoiding administrative errors 1 (1.1) 0 62 (68.1) 26 (28.6) 2 (2.2) 1.68

Keeping clear and accurate patient notes/clinical records 1 (1.1) 2 (2.2) 73 (80.2) 14 (15.4) 1 (1.1) 1.25

Reporting of adverse events or untoward incidents 0 2 (2.2) 63 (69.2) 22 (24.2) 4 (4.4) 0.26

Appropriateness of referrals 0 1 (1.1) 71 (78.0) 18 (19.8) 1 (1.1) 0.05

The functioning of the healthcare team 1 (1.1) 3 (3.0) 70 (76.9) 14 (15.4) 3 (3.3) 3.15

Workload for permanent members of staff in the 
healthcare team

4 (4.0) 16 (17.6) 54 (59.3) 17 (18.7) 0 14.77**

a df = 2.
** p < 0.001.
Note
N = 93. Data are presented as frequency (%).
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Perspectives on locum doctors and locum agencies
We asked trusts about the advantages and disadvantages of engaging locum doctors and locum 
agencies and how they see locum doctor work changing in the future (Table 9). Maintaining workforce 
capacity and the advantage of a flexible workforce to deliver short-term and long-term service was 
one of the main advantages reported by respondents. Using agencies also provided assurance that 
compliance checks were in place; however, compliancy checks were not always done resulting in delays 
in locums being recruited.

In the written responses, many trusts reported that they did not want to use locums, particularly due 
to cost, but they did not feel there was any alternative, especially given current workforce challenges. 
Respondents did not envisage a reduction in the use of locums due to current staffing pressures across 
all NHS organisations. Respondents wanted the cost of locums to reduce but did not see this happening 
and felt that, as a consequence, working relationships would deteriorate. It was felt that agencies 
control the market and drive up costs through competition. Costs were often above capped rates; 
commission rates were seen as exploitative and trust in locum agencies was low. Some respondents 
perceived locums as incentivised by money and some perceived that they were not invested in service 
improvement and self-development. Respondents felt that their organisations would like to reduce their 
reliance on locum agencies by increasing the use of locums from internal banks.

Respondents reported in the free-text responses that lack of familiarity with the organisation was a 
disadvantage and there was a preference for using internal banks rather than agencies or one-off shifts 
to ensure continuity of care, greater familiarity with internal systems and better investment in the 
organisation. The use of locums was seen as having a negative impact on organisational development 
and that locums were not invested or motivated to contribute to service and quality improvement. It 
was felt that offering better support and incentives for locums could result in further instability in the 
permanent workforce. To address the risk of taking on locums who have not worked at the organisation 
before, respondents suggested that improved communication between trusts is required and better 
systems for supporting doctors in their placements.

As reported in the written responses, the quality and consistency of locums and locum agencies were 
sometimes perceived as unreliable. Some respondents felt that locum agencies provided quality doctors; 
however, more respondents felt that the quality of locum doctors provided by agencies was unreliable. 
Locums can leave at short notice which leads to gaps and service instability and patient safety risks.

Dealing with concerns about locums
We asked trusts what happens when there is a low-, medium- or a high-level concern about a locum 
doctor. We defined low-level concerns as: causing no harm to patients or staff and the doctor was not at 
any personal risk, medium-level concerns have potential for serious harm to patients, staff or the doctor 
was at personal risk and high-level concerns are when patients, staff or the doctor had been harmed. 
The action that trusts reported they would take increased depending on the severity of the concern 
(Table 10). The higher the severity of the concern, the more likely that the locums and locum agencies 
would be informed. It was common for contracts to be ended early when there were concerns and 
locums to not be used again.

Discussion

We found that the use of locums was an integral part of trust working. Trusts need locums for all 
different lengths of engagement and very few trusts make no use of locums. The use of locums is 
driven mainly by workforce issues like recruitment, staff sickness and planned workforce gaps. Trusts 
face challenges with recruitment of doctors, which is reflected in recruitment and retention challenges 
nationally;62 this results in trusts often needing locums long term and having to source locums mainly 
from agencies at high cost. We found, as others have, that there was poor awareness, ambiguity and 
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TABLE 9 Perspectives of locum doctors and locum agencies

Theme Illustrative quotes

Workforce 
capacity and 
flexibility

‘Helps us fill our gaps by accessing doctors that we do not have access to, particularly at short notice’. (Trust 
19)
‘Locums provide cover to support the permanent workforce when gaps arise, which could otherwise compro-
mise patient care and safety’. (Trust 19)
‘Advantage is a flexible workforce has helped us over the last 2-years to overcome the difficulties in staffing 
levels and activity’. (Trust 83)
‘Locum doctors work is flexible, it gives the doctor the chance to see many aspects of medicine without the 
requirement of a long term commitment, however the organisation employing the doctor in the future will need 
to support the doctor’s requirements and take on RO responsibilities, revalidation and appraisal etc’. (Trust 6)

Compliance ‘Assurance that they have already had all appropriate background checks and connection through a single RO 
makes communication easier’. (Trust 46)
‘Full compliance not always complete at the time of putting the medic forward creating delays from CV 
approval’. (Trust 10)

Lack of 
alternative 
options

‘No option in the current climate’ (Trust 21)
‘Used as a last resort’ (Trust 36)
‘exhausted all other options’ (Trust 49)
‘Needs must! Not enough doctors so no choice’ (Trust 39)
‘a necessary evil’ (Trust 14)
‘I would like to see this become an exception to support short and immediate staffing issues and not become a 
reliance to solving NHS recruitment gaps’ (Trust 46).
‘We would like to reduce our reliance on locums, but this is a hard slog in terms of agreeing new establishments 
and recruiting permanent staff’ (Trust 7).
‘I would like to see all locum doctors working via a national NHS locum bank with fixed rates so there is no 
bargaining for increases in rates and playing Trusts off against each other’ (Trust 42).

Cost and 
control

‘They will just keep getting more expensive’. (Trust 40)
‘Becoming more expensive, working relationships worsen’. (Trust43)
‘I would like to see a shift in culture of being realistic regarding rates of pay. This can almost feel that the 
NHS is being held to ransom to deliver patient care and maintain patient safety. I understand this is the case 
regarding supply and demand due to the pandemic’. (Trust 31)
‘You need to have eyes in the back of your head and micro manage the appointment otherwise you will be 
overcharged on pay and commission rate. They will also cut corners on due diligence and checks’. (Trust 42)
‘Agencies drive up rates and use the top of the above capped rate as the new baseline, i.e. no one will work 
within the capped rates’. (Trust 54)
‘[Locum agencies] play the market and prices are always high and negotiations are time consuming and energy 
sapping’. (Trust 55)
‘Expensive and operate a monopoly over cost as they control the flow of doctors and compete with each other 
for placing a doctor, offering higher rates to entice new business’. (Trust 83)
‘Agencies sometimes manipulate messages and information for their own gain, making things frustrating when 
we’re working with tight timescales (e.g. keeping us chasing about a specific locum who will never actually 
start, in order for them to not lose the booking)’. (Trust 44)

Familiarity and 
continuity of 
care

‘Lack of familiarity and engagement with the department and organisation’. (Trust 16)
‘They fill the staffing gap but we would really prefer our own internal locums rather than external locums for 
continuity and org knowledge’. (Trust 35)
‘There is a huge difference between using an unknown doctor from an agency and using one of our own current 
or former doctors via our Medical Bank. We always prefer to use Bank for that reason. Bank is usually (but not 
always) cheaper’. (Trust 48)
‘Better to have a long-term locum rather than occasional shifts as this allows for understanding the policies of 
the organisation, team work and continuity of care’. (Trust 33)
‘Would be nice to see further development of passport between Trusts, so that info can be handed over, 
particularly across the ICS. Would also be good to provide a shadowing/placement process for locums new to 
the NHS – we have concerns about taking on a locum for their first ever shift in the NHS’. (Trust 19)

Organisational 
development

‘Disadvantages: when the primary driver is financial as is invariably the case, their assumptions and reason 
for being there is framed in their minds in that way. It does not support a developmental approach either 
personally or with the team. If we were to be more hospitable and offer the “NHS” privileges of training and 
time for study etc. and all the other trust support for being a substantive member of staff, then what is the 
point of being within the NHS? We will have permanent staff and that is not conducive to building a stable 
workforce which is the requisite for workforce development, flexibility in services and the meeting of the 
transformation agenda. Additionally, locums are seldom interested in service improvement, do audits of any 
worth or take part in quality improvement. Being financially driven these are not seen as important enough. 
Finally, self-development is not seen as a priority which comes through reflection and a deep understanding of
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Theme Illustrative quotes

their practice and if not in the same place for long enough to develop good relationships that they trust to give 
them difficult information, this is very limited’ (Trust 55)
‘The bottom line is that it inhibits the development of teams, reduces continuity of care, probably doesn’t work 
for the locum in terms of career development, makes organisational development more difficult and is way 
more expensive’. (Trust 27)

Reliability ‘Service instability due to locum doctor leaving with short notice’. (Trust 24)
‘Short-term cancellations resulting in staffing gaps which could lead to patient safety risks’. (Trust 45)
‘Quality not always reliable, service provision is not always as good as that we would usually get from a 
substantive doctor especially at higher grades’. (Trust 62)

TABLE 9 Perspectives of locum doctors and locum agencies (continued)

TABLE 10 How trusts deal with concerns about locum doctors

Always
Most of the 
time

About half 
the time Sometimes Never

Σ2

Trust typea

Low-level 
concern

The locum doctor is 
informed

45
(50.6)

29
(32.6)

10
(11.2)

5
(5.6)

0 5.01

Reported to the locum 
agency

37
(41.6)

24
(27.0)

9
(10.1)

19
(21.4)

0 1.51

Reported to the GMC 8
(9.0)

8
(9.0)

2
(2.3)

38
(42.7)

33 (37.1) 2.86

The locum contract is 
ended early

10
(11.2)

7
(7.9)

6
(6.7)

53
(59.6)

13 (14.6) 1.48

We would not use that 
locum again

15
(16.9)

10
(11.2)

7
(7.9)

45
(50.6)

12 (13.5) 1.80

Medium-
level 
concern

The locum doctor is 
informed

66
(74.2)

21
(23.6)

1
(1.1)

1
(1.1)

0 4.87

Reported to the locum 
agency

62
(69.7)

21
(23.6)

3
(3.4)

3
(3.4)

0 0.24

Reported to the GMC 22
(24.7)

18
(20.2)

6
(6.7)

37
(41.6)

6
(6.7)

1.11

The locum contract is 
ended early

24
(27.0)

23
(25.8)

9
(10.1)

32
(36.0)

1
(1.1)

6.00*

We would not use that 
locum again

25
(28.1)

28
(31.5)

8
(9.0)

25
(28.1)

3
(3.4)

4.81

High-level 
concern

The locum doctor is 
informed

83
(93.3)

6
(6.7)

0 0 0 0.49

Reported to the locum 
agency

84
(94.4)

5
(5.6)

0 0 0 3.01

Reported to the GMC 60
(67.4)

14
(15.7)

5
(5.6)

10
(11.2)

0 1.58

The locum contract is 
ended early

59
(66.3)

14
(15.7)

2
(2.3)

14
(15.7)

0 6.59*

We would not use that 
locum again

56
(62.9)

20
(22.5)

1
(1.1)

10
(11.2)

2
(2.3)

5.48

a df = 2.
* p < 0.05.
Note
N = 89. Data are presented as frequency (%).
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confusion about the national guidance for locums from NHS England and who was responsible for 
following it.16 Trusts focused on processes such as verifying documentation and completing induction, 
but less was done with regard to feedback and appraisal. This is corroborated by findings from a recent 
survey of agency locums which recommended that organisations provide greater support for locums to 
obtain evidence for appraisal and revalidation.63

Overall, care provided by locums was viewed as about the same or somewhat worse as care provided 
by permanent doctors, particularly in areas like adherence to organisational policies and guidelines, 
continuity of care and avoiding administrative errors. One reason for this could be that mistakes are 
more likely to be made in environments that are unfamiliar.63 Causes of administration errors in hospitals 
such as inadequate communication and local working conditions may impact more on locums who are 
unfamiliar with organisational systems.64 Locum doctors may also be more likely to make mistakes if 
permanent staff are unable to support them due to the increased supervisory demands that may be 
required when locums are unfamiliar with the organisation65 or because of negative perceptions or 
discrimination.63 While some trusts felt that continuity of care was worse when care was provided by a 
locum, it should be recognised that continuity of hospital care requires more than personal continuity at 
the patient interface. There is a collective organisational responsibility for continuity of care, and team 
structures and organisational systems should be considered when evaluating continuity of care.66

In their written responses, respondents felt that lack of familiarity and high cost was a disadvantage, but 
these were not rated as important when recruiting, suggesting trusts are unable to prioritise familiarity 
and cost because of high demand to fill gaps. Respondents felt that locum agencies match their needs 
and provide accurate information about locums; however, there were low opinions of locum agencies 
in relation to cost. Trusts would like to reduce the reliance on locum agencies and make greater use of 
internal locum banks in order to reduce costs and increase familiarity with the organisation. The problem 
of locum cost was linked to challenges in motivating permanent staff and protecting their contractual 
advantages. Offering locums NHS ‘privileges’ afforded to permanent staff was perceived to be in direct 
conflict with building a stable workforce. This may result in the limitation of support opportunities for 
locums. Research has found that locums were perceived as money oriented, were treated differently 
than permanent staff and were often excluded from additional support processes.15

Some respondents expressed concern that short-term placement of locums did not allow for building 
relationships and knowledge of the systems that contributes to self and organisational development. 
Other research has found that permanent staff in accident and emergency (A&E) would expect 
temporary staff to have less vested interest in a department, particularly if they know they are not going 
to return.65 Targets have already been set for trusts to reduce their use of agency locums and increase 
the use of internal locum banks.53 This allows for more regular and familiar locums which increases trust 
and allows for greater investment in temporary staff in the short and long term.

The results from this survey highlight the precarity of locum work. Locum contracts can be ended early 
following even low-level concerns, and locums may have less access to communities of practice within 
trusts for providing appropriate governance, leadership and support, meaning remedying performance 
problems may be more difficult. Similarly, another study found that short training rotas limited the ability 
of medical trainees to engage in communities of practice in order to engage in activities and form mutual 
relationships.67 This may, in part, explain why locums are more likely to have formal complaints about 
them to the professional regulator than permanent doctors.32

This is the largest survey of the use of locum doctors in the NHS. The survey had good regional 
coverage and was completed by different types of trust and different staff types. The response rate was 
relatively high for an online survey, and responding organisations appeared to be largely similar to non-
respondents in various respects; however, it is possible that non-respondents may differ systematically 
in some way.
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The extent to which the views and perceptions collected in the survey are useful depends partly on the 
representativeness of the respondents (see above) and on how insightful their perspectives are. Medical 
directors and leads in medical staffing would be expected to have a good overview of locum work and 
systems for managing locum engagement; however, we cannot be certain if all respondents, particularly 
those in other roles, would have enough experience and knowledge to answer all questions accurately. 
In addition, each response represents the views of just one person in the organisation and may differ 
from those of others in the same organisation.

Locum doctors are an important resource for NHS trusts enabling them to maintain workforce capacity 
and provide patient services. However, there are also a number of potential issues relating to the ways 
that locum work is organised, the way locums are supported and the quality of care provided by locums. 
Further research is required to consider empirically the clinical practices and performance of locum and 
permanent doctors, and to recommend how locum work can be arranged by trusts to provide safe care 
to a high standard.
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Chapter 6 The use of locum doctors:  
findings from a national survey of general 
practices in England

Aims

This chapter reports on the use of locum doctors in general practice in England, through a national 
survey of general practices. Locum working has benefits for individual doctors and for organisations, 
but there are concerns about the impact of locum working on continuity of care, patient safety, team 
function and cost.9,54 The aim of this study was to conduct a national survey of general practices to 
explore locum working. We sought information about why and where locum doctors were needed; how 
locum doctors were engaged, supported, perceived and managed; and any changes being made in the 
way locums are used.

Methods

Survey design
The study received research ethics approval from the National Research Ethics Service in England. It was 
explained on the first page of the survey that agreement to take part was implicit through completion.

Stakeholders who were included in the development of the survey included: a medical director, a 
research director, a medical staffing senior manager, chair of our Patient and Public Involvement and 
Engagement (PPIE) group, a locum GP and a locum agency managing director. E-mail drafts of the 
survey were distributed to stakeholders, to which they replied with feedback and further review and 
conversations with stakeholders about their input were performed as necessary. Stakeholder feedback 
was reviewed by the project team and the survey was adapted accordingly.

An online bespoke questionnaire56 consisting of 89 questions was produced using Qualtrics software.57 
Information was gathered about why locums were required, how they were recruited, supported, 
perceived and managed, how locums work compared with the work of permanent doctors, perspectives 
of locum agencies, familiarity with the NHS England and Improvement guidance for supporting 
locums and how practices resolved issues concerning locums. Perspectives were sought regarding the 
advantages and disadvantages of locums and any future change in locum work (see Appendix 4 for a 
copy of the survey).

We defined a locum doctor as a doctor in a temporary or fixed-term placement, engaged through a 
locum agency, GP chambers or locum bank, or directly contracted by a healthcare organisation.

Survey distribution
The survey was distributed via the National Institute for Health and Care Research (NIHR) Local Clinical 
Research Network (LCRN). LCRNs help increase opportunities for participants to take part in research. 
This method has been used before and secured a good response rate.68 The survey link was distributed 
via e-mail to the 14 LCRNs in England who, in turn, sent it to practices in their region. Practices were 
selected for inclusion based on different criteria within each LCRN. Some LCRNs sent the survey link 
only to practices which had opted to take part in research. Other LCRNs sent it to all practices in their 
area. In most cases, the surveys were e-mailed to practices, but in one region it was distributed via a 
newsletter and in another only to practices which had expressed interest in taking part. We asked each 
LCRN how many practices the survey had been distributed to in their area; this totalled 3745 general 
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practices out of 6822 practices in England.69 Due to the pandemic and to allow practice time to respond, 
the electronic link to the survey was live from June to December 2021. LCRNs were prompted to send 
periodic reminders.

Survey analysis
The survey was analysed using frequency tables to describe numeric and Likert scale data. t-tests were 
performed to compare respondents with all other practices in England. Non-parametric tests were 
used because the majority of survey responses did not show normal distribution. Associations between 
responses and practice size and frequency of locum use in practices were investigated using Spearman’s 
correlation coefficient.

Thematic analysis was used to analyse the written responses to three questions [(1) the advantages 
and disadvantages of locum agencies; (2) the advantages and disadvantages of locum work; and (3) the 
future of locum work].59,60 Patterns of shared meaning were identified utilising an inductive approach 
where coding and theme development is based in the information found in the responses. Respondent’s 
free-text comments were brief and are used to supplement the findings from associated quantitative 
questions. Familiarisation with the free-text data was achieved through iterative reading and for 
each question possible codes were noted, taking account of repeated words or meaning.61 All written 
comments were reviewed holistically and overarching themes were mapped, encompassing the key 
messages across the data (see Box 1 for a list of these themes and key sample quotes). Thematic analysis 
was not used with one question, asking for perspectives about the NHSE guidance about supporting 
locums; instead, key descriptive comments were included as examples to provide context to the 
quantitative question enquiring about practice familiarity with the guidance.

Respondent characteristics
We surveyed a total of 3745 practices and we received 605 usable responses (response rate 16.2%). The 
responses included 23 (3.8%) from single-handed practices, 203 (33.6%) from small practices (2–5 GPs), 
238 (39.3%) from medium practices (6–10 GPs) and 141 (23.3%) from large practices (more than 10 
GPs). The survey was completed by 205 (33.9%) GP partners, 14 (2.3%) salaried GPs, 9 (1.5%) in other 
clinical roles (e.g. advanced nurse practitioner), 323 (53.4%) practice managers, 39 (6.5%) non-clinical 
managers and 14 (2.3%) administrators. Compared with all other practices in England, responding 
practices were slightly larger both in terms of practice list size and number of GPs employed (for further 
details comparing responding practices and all other practices in England, see Appendix 4).

The authors acknowledge that the aim and methods for Chapter 6 are similar to those in Chapter 5. 
These surveys were conducted alongside each other and asked very similar questions of both NHS acute 
trusts and GP practices.

Results

The need for locums

How often practices use locums
Over half of practices always or often used locums and very few practices made no use of locums. 
Practices with more GPs employed used locums less frequently than practices with fewer GPs 
employed, r(563) = 0.15, p < 0.001.

We asked practices how long locums were typically engaged for at their practice. Practices used locums 
for all different engagement lengths, but locums were most frequently engaged on a very short-term 
basis. A quarter of practices needed to engage locums on a long-term basis, but a third reported never 
engaging locums long term.
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Reasons for locum use
The main reasons practices reported using locums were to cover planned medical workforce gaps, to 
provide additional capacity to meet demand and to cover absences due to short-term ill health (Table 11). 
Practices with fewer GPs employed were significantly more likely to need locums due to difficulties 
recruiting doctors and less likely to need locums to cover absences due to long-term ill health. Practices 
with higher frequency of locum use were significantly more likely to need locums for all reasons.

Factors important to practices when selecting locums
We asked practices what factors were important when selecting a locum to work at their practice. 
Most felt that all factors (availability, experience, cost, training and familiarity) were at least moderately 
important with slightly greater importance placed on availability and experience and slightly less 
importance placed on cost and familiarity. Practices with higher frequency of locum use rated availability 
as significantly more important compared with practices with lower locum use r(584) = 0.17, p < 0.001.

How the need for locum doctors is met
We asked practices about their methods for engaging locums. The most frequent method was the 
use of doctors who had previously worked for the practice, followed by word of mouth/personal 
recommendations. The use of Locum Chambers and digital platforms like Locum Nest was much less 
frequent. Locum Chambers is a model of working where locums are part of a local community of GP 
locums, who pool together resources to create a holistic support package for their work, supporting 
each other and the practices where they all work.

The use of locum agencies varied across practices with just under 40% using them often or sometimes 
but over a third never using them. Practices did not feel that locum agencies consistently matched their 

TABLE 11 The reasons practices need to use locums

Often Sometimes Rarely Never

Associations (correlation coefficient)

Number of GPs 
employeda

Frequency of 
locum useb

Because of difficulties 
recruiting doctors

154 (26.2) 128 (21.8) 116 (19.8) 189 (32.2) 0.09* 0.54**

Because of difficulties 
retaining doctors

45 (7.7) 81 (13.8) 170 (29.0) 291 (49.6) −0.06 0.33**

To cover planned 
medical workforce 
gaps

285 (48.6) 222 (37.8) 56 (9.5) 24 (4.1) −0.04 0.25**

To cover absences due 
to short-term ill health

108 (18.4) 222 (37.8) 165 (28.1) 92 (15.7) −0.06 0.15**

To cover absences due 
to long-term ill health

62 (10.6) 148 (25.2) 215 (36.6) 162 (27.6) −0.18** 0.19**

To provide additional 
capacity to meet 
demand or need

169 (28.8) 210 (35.8) 109 (18.6) 99 (16.9) 0.02 0.50**

a df = 544.
b df = 584.
* p < 0.05, ** p < 0.001.
Note
Data are presented as frequency (%).
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needs or provided accurate information. Practices with more GPs employed were significantly less likely 
to have their needs met by locum agencies r(338) = 0.18, p < 0.001 and report that they were provided 
with accurate information from locum agencies about locums r(338) = 0.22, p < 0.001. Practices with 
higher frequency of locum use reported that they were significantly more likely to have their needs met 
by locum agencies r(367) = 0.19, p < 0.001.

National Health Service England and Improvement guidance about supporting locums
Most practices were not familiar with the NHS England and Improvement guidance about supporting 
locum doctors. Some felt that it was not applicable to them, not a priority or they did not have the time 
to consider it.

I rarely have time to read guidance like this, with so much paperwork being sent to us about more 
critical issues

Practice 141

Some practices followed the guidance or aspects of it, and some had their own policies for 
supporting locums.

I have not read it – we are used to having locums and I have been a PM for 13 years, so I feel I/we know 
what we are doing and support our locums well – we follow our Locum policy

Practice 67

There were some positive perspectives on the guidance, with some respondents reporting that it was 
effective in controlling locum rates and encouraging doctors to take permanent posts.

I think the vision to bring down the rates paid for locum doctors is important as this pushes more into 
salaried positions and helps provide more stability for both the clinician and practice

Practice 75

Whereas others felt that the guidance was unrealistic, impractical or needed updating.

It is very ivory towers and idealistic, but not practical in real terms
Practice 7

Application of the guidance
We asked practices to tell us how frequently they followed different aspects of the guidance when 
locums were working in their practice (Table 12). Key procedures such as verifying documentation 
and induction were conducted more frequently compared with, for example, providing feedback or 
supporting appraisal. Most practices said they would report concerns or complaints about locums.

Practice experiences of locum doctors
We asked practices how the care provided by locums compared with care provided by permanent 
doctors in a number of areas (Table 13). Generally, care provided by locums was viewed as about the 
same as or worse than care provided by permanent doctors. Practices with more GPs employed were 
significantly more likely to report that adherence to organisational policies and guidelines, providing 
continuity of care, and reporting of adverse events or untoward incidents was worse when care was 
provided by locums rather than permanent doctors.

Perspectives about locum doctors and locum agencies
We asked practices about the advantages and disadvantages of engaging locum doctors and locum 
agencies and how they see locum doctor working changing in the future (Table 14). Maintaining 
workforce capacity was one of the main advantages reported by respondents. Locums filled gaps in the 
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TABLE 12 Frequency of adherence to the NHS guidance about locums

Always Often Sometimes Rarely Never

Associations (correlation 
coefficient)

Number of GPs 
employeda

Frequency of 
locum useb

W
he

n 
a 

lo
cu

m
 d

oc
to

r 
is

 p
la

ce
d 

in
 o

ur
 

or
ga

ni
sa

tio
n,

 w
e…

Verify documentation (e.g. GMC registration and licence to practise, Healthcare 
Professional Alert Notices, identity, language, health clearance)

516 (94.7) 17 (3.1) 7 (1.3) 2 (0.4) 3 (0.6) −0.05 0.05

Provide an induction to enable them to carry out the work they are being 
engaged to do, including access to buildings and appropriate IT systems

443 (81.3) 60 (11.0) 33 (6.1) 6 (1.1) 3 (0.6) −0.01 −0.03

Complete an end-of-placement/exit report 31 (5.7) 49 (9.0) 143 (26.2) 170 (31.2) 152 (27.9) 0.05 −0.02

Provide peer/colleague feedback for the locum doctor at the end of the 
placement

51 (9.4) 84 (15.4) 178 (32.6) 136 (25.0) 96 (17.6) 0.11* 0.04

Support the locum doctor’s appraisal preparation 49 (9.0) 70 (12.8) 167 (30.6) 136 (25.0) 123 (22.6) 0.03 0.11*

Provide an annual appraisal for the locum doctor, if appropriate to do so (in light 
of the nature and duration of the placement)

46 (8.4) 30 (5.5) 100 (18.4) 176 (32.3) 193 (35.4) 0.00 0.09*

Provide access to professional development activities 84 (15.4) 96 (17.6) 169 (31.0) 106 (19.5) 90 (16.5) −0.09* 0.07

Encourage locum doctors to attend multidisciplinary team meetings 126 (23.1) 96 (17.6) 132 (24.2) 106 (19.4) 85 (15.6) −0.11* 0.03

Inform the locum doctor and locum agency or RO (where relevant) about serious 
untoward incidents they have been involved in (even if they are no longer 
employed at my organisation)

386 (70.8) 48 (8.8) 46 (8.4) 37 (6.8) 28 (5.1) −0.03 0.03

Inform the locum doctor and locum agency or RO (where relevant) about 
complaints they have been involved in (even if they are no longer employed at 
my organisation)

375 (68.9) 67 (12.3) 41 (7.5) 30 (5.5) 32 (5.9) −0.01 0.06

Support the locum doctor to engage with revalidation systems within my practice 119 (21.8) 88 (16.1) 146 (26.8) 102 (18.7) 90 (16.5) 0.02 0.06

a df = 506.
b df = 543.
* p < 0.05.
Note
Data are presented as frequency (%).
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TABLE 13 How care is perceived when provided by locums rather than permanent doctorsa

Much better
Somewhat 
better

About the 
same

Somewhat 
worse Much worse

Associations

Number of GPs employedb
Frequency of locum 
usec

Correlation coefficient

Adherence to organisational policies 
and guidelines

8 (1.5) 24 (4.5) 238 (44.8) 236 (44.4) 25 (4.7) 0.15** 0.04

Providing continuity of care 7 (1.3) 9 (1.7) 131 (24.7) 274 (51.6) 110 (20.7) 0.21** 0.11*

Avoiding drug-prescribing errors 8 (1.5) 17 (3.2) 405 (76.3) 87 (16.4) 14 (2.6) 0.04 0.08

Avoiding administrative errors 9 (1.7) 13 (2.5) 295 (55.6) 192 (36.2) 22 (4.1) 0.08 0.02

Keeping clear and accurate patient 
notes/clinical records

13 (2.5) 69 (13.0) 373 (70.2) 69 (13.0) 7 (1.3) 0.07 0.03

Reporting of adverse events or 
untoward incidents

11 (2.1) 21 (4.0) 374 (70.4) 112 (21.1) 13 (2.5) 0.12* 0.06

Appropriateness of referrals 9 (1.7) 8 (1.5) 285 (53.7) 197 (37.1) 32 (6.0) 0.05 −0.05

The functioning of the healthcare 
team

9 (1.7) 18 (3.4) 325 (61.2) 168 (31.6) 11 (2.1) 0.06 0.05

Workload for permanent members of 
staff in the healthcare team

20 (3.8) 45 (8.5) 178 (33.5) 212 (39.9) 76 (14.3) 0.06 −0.02

a n = 531.
b df = 495.
c df = 529.
* p < 0.05, ** p < 0.001.
Note
Data are presented as frequency (%).
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TABLE 14 Perspectives about locum doctors and locum agencies

Theme Illustrative quotes

Workforce capacity and 
flexibility

‘They provide access to large numbers of locums and offer greater flexibility regarding availability 
and choice of locums’. (GP practice 102)
‘Obvious advantages are to maintain appointment levels and support workload challenges in the 
event of an absent permanent GP’. (GP practice 20)
‘Can be cost effective if you have a robust administrative team to support GP admin work. Lack 
of financial support for paying sick leave, mat leave etc. and the need to bring in a locum doctor 
to cover their work when off makes locums a more attractive prospect (as in some cases a salaried 
doctors’ fees may end up costing a practice up to 30% more than the base salary you’d pay a 
locum)’. (GP practice 75)
 ‘Locums can bring their own expertise which can be utilized by the practice as they often have 
“other roles in the NHS”, e.g. minor ops, MSKAP
 conditions’. (GP practice 119)

Familiarity ‘You end up with another new locum who doesn’t know the practice or the patients. New locums 
take time as there is paperwork and IT set-up to do, checking CVs and certificates, etc. You don’t 
know what you’re getting, how quickly they work, whether they’re good or whether they create 
more work for the GPs to come back to’. (GP practice 171)
‘If you are able to have the same GPs come back to you for the next periods … they become more 
familiar with surgery policies etc. and are increasingly autonomous in their work’. (GP practice 99)
 ‘We have a very good, stable group of locums that we use on a regular basis to help ease 
workload pressures, when other permanent members of the staff are away’. (GP practice 69)
‘Very good to have a regular locum who you [and the] practice know and the patients become 
comfortable with’. (GP practice 140)

Continuity of care ‘Having regular locums’ helps with patient services and continuity of care for patients’.  
(GP practice 218)
‘Can be more difficult when trying to achieve continuity and they often work at a slower pace’.  
(GP practice 27)
‘Good to see patients for acute on the day conditions, not so great for long term problems and 
conditions’. (GP practice 138)

Cost ‘Signing up most regional locums to mainly one agency reduces competition between individual 
locums and results in high locum rates, and high locum rates in turn affect the affordability of 
locums and reduce the likelihood of locums ever again joining the work force as salaried GPs or  
GP partners’. (GP practice 102)
‘Many [locum] GPs are charging astronomical fees which are not appropriate for the work they are 
doing, yet often surgeries have no choice. I think this can create ill feeling’. (GP practice 104)
‘I think more and more GP’s will turn to locum work rather than regular work as the money is 
better and the terms of work are better as they can take time off when they want and do the hours 
they prefer. They are under a lot less pressure than a regular GP’. (GP practice 2)
‘I hope that locums would be regulated with regard to charges, as demand often means that 
practices do not have any choice with regard to how much they have to pay locums. Locums can, 
therefore, earn much more than GP partners or salaried GP’s and specify clinic sizes and times 
worked, which does not encourage them to take permanent posts in practices’. (GP practice 119)

Increased workload ‘Some locums just defer work telling patients to call back another day or prescribe in a way we 
don’t’. (GP practice 168)
‘Disadvantages: non clinical workload, issues passed down the line for later & not sorted out, 
increased clinical and nonclinical burden on permanent team, expense, adherence to protocols, 
medicines optimisation, referrals, lack of familiarity with local services can increase workload 
for GPs, limits to workload (e.g. no visits, no duty Dr, no cover, won’t work alone), continuity, 
permanent Drs “picking up the pieces”’. (GP practice 61)

Investment and quality ‘They have no loyalty to the surgery or patients’. (GP practice 67)
‘Some locums are very good and work hard’. (GP practice 2)
‘But in most other respects e.g. continuity of care, working within the MDT, being aware of local 
policies etc., being able to help with admin in the practice, they are not as good’. (GP practice 136)
‘they are a sticking plaster only really’. (GP practice 55)
‘I consider different regulation is needed, and doctors who want to do locums should have also a 
regular job–perhaps one day a week based in one place–to understand better general practice, 
continuity of care, team work, sharing workload, importance of coding, of electronic health records 
and problem lists maintenance’. (GP practice 77)
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rota and provided cover for sickness, holidays and maternity, which in turn allowed practices to meet 
patient demand, maintain appointment levels and relieve workload challenges. This was particularly 
important for short-term and short-notice cover. Some also felt that locums brought a new perspective 
and fresh ideas to a practice based on their experiences in a range of different settings. However, some 
practices noted that locums were not always available when required at short notice.

Respondents emphasised in the free-text responses the advantages of flexibility in the use of locums. 
They can be used as and when needed and contracts can be ended easily when they are no longer 
required. Some practices saw it as more cost-effective to have short-term cover without the longer-term 
financial commitment of a permanent member of staff. Some thought locum agencies were efficient in 
sourcing locums and doing all necessary pre-employment checks and paperwork required.

On the other hand, locum’s lack of familiarity with the practice, the area, the patients and local 
referral pathways was a disadvantage for practices, as reported in the written responses. It was time 
consuming for practices to get a new locum setup on all the practice systems. Not knowing the locum 
resulted in uncertainty about the quality of their work, their efficiency and whether they would create 
more workload. When the locum was familiar with the practice, this was seen to benefit continuity 
of care for patients. However, on the whole, locum use was considered to have a negative impact on 
continuity of care, and this was thought to be particularly problematic for patients with long-term or 
complex conditions.

Cost was one of main disadvantages reported about locum agencies in the written responses. Some 
respondents felt that locum agencies control the market and drive up rates. For some, the use of 
locum agencies to source a locum was a last resort due to the additional costs. The view that locums 
were expensive contributed to a negative view of locums and created tensions between locums and 
permanent staff. High locum pay rates were also considered to be a reason why locums would not join 
the permanent workforce. Respondents felt that the use of locums would continue to increase because 
of the higher pay, lower workload and greater autonomy and control. To encourage locums to take 
up permanent posts, some respondents wanted to see stricter regulation of locum pay and access to 
pensions. Another suggestion was the use of a pool of locums employed locally to reduce costs and 
improve familiarity and continuity of care.

Respondents reported in the free-text comments that locums generated increased workload for other 
practice staff, particularly administrative work. The way that locums negotiate terms and conditions 
was felt to result in them not always performing the full range of duties, for example, not doing 
administrative work. Other perceived reasons for increased workload included high referral rates, 
differences in prescribing practices and locums asking patients to return for another appointment. 
Sometimes patients would refuse to see a locum or would return to see their regular GP after seeing a 
locum because they were dissatisfied.

For some, locums were a last resort and did not present a long-term solution to staffing problems. 
As detailed in the written responses, there was a perception that locums were not invested in 
the practice and were not team players; examples of this included not contributing to quality 
improvements and achieving targets. In order for locums to have a better understanding of general 
practice, some wanted locums to have a permanent position either before or during their locum 
work and felt that this would provide locums with a community of practice and would improve team 
working and shared workload.

Dealing with concerns about locums
We asked practices to tell us what happened when there were low-, medium- or high-level concerns 
about a locum doctor in their practice. We defined low-level concerns as: causing no harm to patients or 
staff and the doctor was not at any personal risk, medium-level concerns have potential for serious harm 
to patients, staff or the doctor was at personal risk and high-level concerns are when patients, staff or 
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the doctor had been harmed. The action that practices reported they would take to deal with concerns 
increased depending on the severity of the concern (Table 15). The higher the severity of the concern, 
the more likely that they said locums and locum agencies would be informed. Practices reported 
that it was common for contracts to be ended early when there were concerns and locums to not be 
used again.

Discussion

We found that the use of locums was a common and necessary part of practice working. Locums were 
needed for all different lengths of time and practices not using locums were rare. The use of locums was 
motivated by workforce issues such as recruitment, providing capacity to meet demand and planned 
workforce gaps. However, we found, as others have, that there was poor awareness, ambiguity and 
confusion about the national guidance for locums from NHSE and who was responsible for following 
it.16 While we do not know the extent to which practices use their own bespoke guidance for supporting 
locums, lack of familiarity with the national guidance could result in locums receiving less support and 
integration into the practice and could be a barrier for locums to work effectively. Practices focused 
on key processes such as registration checks and induction, but much less was done with regard to 
engagement, feedback and appraisal. The pressures of the current workforce and workload crisis in 
practices70 may affect practices’ ability to provide the time and resource to support locums in these 
ways. Not including locums in systems for feedback and support with appraisal could result in locums 
feeling marginalised and excluded,15 which in turn does not contribute towards goals of improved 
patient safety and collaboration.71

We found that practices generally thought that the quality of care provided by locums was the same 
as or worse than that provided by permanent GPs, particularly in areas such as continuity of care, 
adherence to policies and guidelines and making appropriate referrals. Common operational problems 
which afflict GPs (like difficulties with computer systems, problems with equipment and challenges with 
the co-ordination of care)72 may affect locums more because of their lack of familiarity with practice 
systems and processes. While practices felt that continuity of care was worse when care was provided 
by a locum, it should be recognised that traditional ideas of relational continuity have already been 
eroded and replaced, in part, by managerial and informational continuity.54,73

Practices preferred not to use locum agencies and would rather recruit known and trusted locums 
to maintain familiarity with practice processes, systems and patients. There were on the whole low 
opinions of locum agencies particularly in relation to cost and there was a general perception that 
locums were expensive. While we found that practices wanted to see greater control of locum pay caps 
and reduced incentives for locum work, it is important to note that broader discontent with GP pay and 
conditions74 may have contributed to the current recruitment and retention challenges.75

Job demands–resources theory suggests that adding temporary staff should reduce demand and 
increase resources for permanent staff;76 however, practices reported that the use of locums can result 
in increased workload for permanent staff, particularly in non-clinical and administrative roles. Certain 
tasks may not be done by locums because they are unfamiliar with the work setting, it is expensive to 
pay them to do administrative work or they are not there to follow up, so other staff are required to pick 
up the work.

The precarity of locum work and its consequences also deserves consideration. Locum contracts can 
be terminated early following even low-level concerns. One reason for this is that locums may have 
less access to communities of practice within general practice for providing appropriate governance, 
leadership and support,67 and remedying performance problems may be more difficult.9 This may, in part, 
explain why locums are more likely to have formal complaints about them to the professional regulator 
than permanent doctors.33
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TABLE 15 How practices deal with different levels of concern about locums

Always
Most of the 
time

About half the 
time Sometimes Never

Associations (correlation coefficient)

Number of GPs 
employeda

Frequency of 
locum useb

Low-level 
concern

The locum doctor is informed 262 (51.8) 131 (25.9) 32 (6.3) 73 (14.4) 8 (1.6) 0.06 0.05

Reported to the locum agency 153 (30.2) 91 (18.0) 26 (5.1) 125 (24.7) 111 (21.9) 0.13* 0.08

Reported to the GMC 35 (6.9) 20 (4.0) 20 (4.0) 136 (26.9) 295 (58.3) 0.11* −0.05

The locum contract is ended early 58 (11.5) 49 (9.7) 30 (5.9) 231 (45.7) 138 (27.3) 0.05 0.02

We would not use that locum again 136 (26.9) 115 (22.7) 47 (9.3) 166 (32.8) 42 (8.3) −0.04 −0.03

Medium-level 
concern

The locum doctor is informed 414 (81.8) 63 (12.5) 12 (2.4) 12 (2.4) 5 (1.0) 0.02 0.02

Reported to the locum agency 308 (60.9) 81 (16.0) 23 (4.6) 35 (6.9) 59 (11.7) 0.06 0.09

Reported to the GMC 111 (21.9) 83 (16.4) 47 (9.3) 158 (31.2) 107 (21.2) −0.01 −0.00

The locum contract is ended early 188 (37.2) 120 (23.7) 51 (10.1) 120 (23.7) 27 (5.3) −0.03 0.01

We would not use that locum again 280 (55.3) 101 (19.7) 35 (6.9) 76 (15.0) 14 (2.8) −0.06 −0.03

High-level 
concern

The locum doctor is informed 485 (95.9) 9 (1.8) 5 (1.0) 1 (0.2) 6 (1.2) −0.04 0.01

Reported to the locum agency 433 (85.6) 16 (3.2) 8 (1.6) 4 (0.8) 45 (8.9) 0.03 0.03

Reported to the GMC 377 (74.5) 45 (8.9) 20 (4.0) 41 (8.1) 23 (4.6) −0.01 −0.03

The locum contract is ended early 398 (78.7) 45 (8.9) 16 (3.2) 30 (5.9) 17 (3.4) −0.04 −0.02

We would not use that locum again 422 (83.4) 35 (6.9) 11 (2.2) 22 (4.4) 16 (3.2) −0.04 −0.00

a df = 472.
b df = 504.
* p < 0.05.
Note
Data are presented as frequency (%).
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The response rate was relatively high for an online survey; there was a significant difference in locum 
FTE, practice list size, GP headcount, locum FTE adjusted for GP FTE (locum use), deprivation and CQC 
ratings between responding practices and all other practices in England. This could be a consequence of 
sampling research active practices via the LCRN. Our results should be interpreted with caution because 
of these differences between survey respondents and the population.

The views and perceptions collected in this survey will vary depending on both the representativeness 
of the respondents and their awareness of the topics covered. GP partners and practice managers would 
be expected to have a good understanding of locum work and management, but respondents in other 
roles may not have sufficient experience and knowledge to answer all questions accurately. Responses 
are also the views of just one person in the practice and may differ from the views of others in the 
same practice.

While these findings show that locum working is a common part of English general practice and a 
necessary and important resource which enables practices to staff and provide services, it raises a 
number of concerns about the robustness of arrangements for locum working and about aspects of the 
quality of care. Further research is needed to compare empirically the clinical practices and performance 
of locum and permanent GPs, and to suggest how practices (and others such as primary care networks 
and the newly created integrated care systems) can organise locum working in ways that assure the 
quality and safety of care.
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Chapter 7 Locum doctors in the National 
Health Service: qualitative findings on quality 
and safety

Aims

This chapter reports on research undertaken to provide evidence on the quality and safety of locum 
practice and the implications of locum working for health service organisations in primary and secondary 
care in the English NHS. This research addresses a gap in the empirical evidence base on how locum 
doctor working arrangements affect quality and safety and outlines factors which might lead to 
variations in care.

Our aim was to understand what factors might lead to variations in quality and safety between locum 
and permanent doctors; what strategies or systems organisations used to assure and improve safety and 
quality in locum practice; and how locum doctors themselves sought to assure and improve the quality 
and safety of their practice.

Methods

To develop this analysis, we drew on an exploratory, interview-based study of locum doctor working 
with 130 participants, including locums, patients, permanently employed doctors, nurses and other 
healthcare professionals with governance and recruitment responsibilities for locums. This strategy has 
meant we have an understanding of the issue from multiple sources.

This study involved professionals working on a permanent or temporary basis and patients who had 
experience of being treated by locums. Qualitative data were collected between March 2021 and 
April 2022.

Our original plan was to use intelligence from our surveys and stakeholders included in our project 
advisory group to identify a small number of case study sites where we could carry out extensive 
fieldwork. Our study commenced in March 2020; consequently, data needed to be collected virtually 
and with minimal impact on organisations responding to the pandemic. To reduce the burden on our 
research sites, we broadened our approach and instead utilised purposive, snowball and convenience 
sampling. Fifty-one of our interviews (              Table 16) were drawn from eleven sites including three CCGs, 
one community interest company providing primary care services, one research and development 
organisation connecting academics with the health sector, five NHS trusts and one arm’s length body 
of the Department of Health and Social Care providing expertise to the NHS on resolving concerns. 
Seventy-nine of our participants, representing mostly locums and patients who were not affiliated with a 
single organisation were categorised as ‘other’.

Participants were recruited using intelligence from stakeholders including our project advisory group, 
locum agencies, Locum Chambers and locum recruitment organisations and through disseminating 
details of the study through networks. Patients were purposively sampled through patient and 
public contributor forums. We sought to recruit a maximum variety sample of participants through 
organisations varying on dimensions including size, complexity, geographic location and self-reported or 
measured levels of locum use.
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We were interested in interviewing international medical graduates (IMGs) as issues around racism and 
discrimination were raised by some of our participants. We also knew from our quantitative work that 
locums were more likely to be IMGs. Consequently, we approached organisations supporting ethnic 
minority doctors in the UK to promote the study and recruit participants. We sought participation 
through organisations including Melanin Medics and the British Association of Physicians from an Indian 
Origin. We also promoted participation through the CQC and their networks who were involved in a 
study of ethnic minority-led GP practices, which included representation from organisations such as 
British Islamic Medical Association and Black and Minority Ethnic medics.

Three semistructured interview guides were developed for use with locums, people working with locums 
and patients (see Appendix 5). Our previous review of the literature relating to quality and safety and 
locum work9 informed the interview schedule as well as the initial coding and thematic development; 
however, as this is an empirically under-researched phenomena, analysis was also exploratory and not 
restricted to fit our existing framework.77 Each schedule was intended to explore locum doctor working 
arrangements with a particular focus on understanding how locum doctor working may affect the 
safety and quality of care and what strategies or systems organisations and individuals used to assure 
or improve quality and safety. While our interviews were guided by an interview schedule, participants 
were encouraged to talk about anything they felt relevant to locum doctor working and quality and 
safety and were asked open questions about what they felt were relevant issues. Our interview topic 
guide covered: why locum doctors were needed, why doctors worked as locums, governance and 
support, experiences of working as, working with, or being treated by locums, what happens when 
things go wrong or right, advantages and disadvantages, the impact of the pandemic and policies and 
initiatives used to support locums.

Three authors (JF, GS and KW) conducted 88 semistructured interviews with healthcare professionals 
including locums, permanently employed doctors; nurses and other health professionals; medical 
directors/clinical leaders; ROs and appraisers; leads for medical staffing and clinical governance and 
practice managers (Tables 16 and 17 for more details about participants). Data were collected using 
video-conferencing software (n = 126) or over the phone (n = 4).

TABLE 16 Number of participants per study site

Site no. Site type Number of participants interviewed

1 CCG 2

2 CCG 1

3 CCG 1

4 NHS Trust 5

5 NHS Trust 13

6 NHS Trust 8

7 NHS Trust 2

8 NHS Advisors 2

9 Other 79

10 NHS Trust 12

11 NHS R&D organisation 3

12 Community Interest Company 2

Total 130
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Two female members, JF (BSc, MSc, PhD) and GS (BSc, MA, PGCE, PhD), and one male KW (BSc, PhD) 
member of the research team conducted the interviews and JF and GS conducted the focus groups 
with members of the PPI forum. At the time of the study, JF was a Lecturer in Healthcare Management, 
GS was a Research Associate and KW was a Professor of Health Policy and Management. JF, GS and 
KW are all experienced healthcare researchers with years of experience carrying out mixed-methods 
and qualitative research projects and analysing qualitative data. None of the researchers knew 
the participants prior to the interviews taking place, except for two of the healthcare professional 
participants who were friends of JF and GS. Prior to the interviews and focus groups being conducted, 
the interviewers briefly introduced themselves and their backgrounds.

Our analytic strategy was informed by insights from team members with an in-depth understanding 
of the research field and qualitative methodology. The three interviewers were from non-clinical 
backgrounds and worked as academics and researchers. The study team considered the ways in which 
their interactions with participants might be influenced by their own background, experiences and 
prior assumptions. We had previously published a narrative review of locum working and implications 
for quality and safety and a qualitative paper which highlighted the stigmatisation and marginalisation 
experienced by locums.

The primary aim of this research was to question the assumption that locum working had negative 
implications for quality and safety. Issues we discussed when drawing conclusions from the data 
concerned whether our previous knowledge would negatively bias our interpretations. We also 
questioned whether participants who held negative perspectives about locum working were more 
likely to come forward for interview and whether locums would be willing to talk openly about their 
experiences given potential reprisals in the medical profession for the disclosure of mistakes. One way 
we attempted to reduce bias was to ensure that we explicitly incorporated a wide range of different 
perspectives, so that the viewpoint of one group was never presented as if representing the sole truth 
about locum working. We also regularly met with our Project Advisory Group that included locum 
doctors to share our findings and check our assumptions. The lead researcher also frequently met with a 
senior locum doctor to discuss findings and interpretations. Our objective was to be as fair and balanced 
as possible while also staying true to our findings.

TABLE 17 Characteristics of study participants

Characteristic Professionals (n = 88) Patients (n = 42)

Mean agea (SD) 46 (11.0)b 59 (14.4)a

Gender (women) 49 (56) 24 (57)

Ethnicity White English 45 (51)c 30 (71)a

Any other white background 12 (14)c 4 (10)a

Mixed/multiple ethnic group 3 (3)c 1 (2)a

Asian/Asian British 15 (17)c 2 (5)a

Any other Asian background 2 (2)c 0a

Black/African/Caribbean/Black British 2 (2)c 1 (2)a

Other ethnic group 1 (1)c 0a

a n = 38.
b n = 81.
c n = 81.
Note
Data are presented as frequency (%) unless stated otherwise.
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We developed themes using reflexive thematic analysis (RTA)78 and adopted a constructionist 
epistemology, in that while we acknowledged the importance of recurrence in generating themes, 
meaning and meaningfulness were the central criteria in the coding process.78 The analysis followed 
Braun and Clarke’s six-phase approach which involved: familiarisation with the data by reading and 
rereading the transcripts; coding the data set and collating all relevant data extracts; generating initial 
themes by examining the codes and collated data to identify significant broader patterns of meaning 
across the data set; reviewing themes by questioning whether themes answered the research question 
and told a convincing story of the data and combining, splitting and discarding themes as necessary; 
defining and naming themes by developing a detailed analysis of each theme; and finally the analytical 
write-up which positioned the analysis in relation to existing literature.61

Reflexive thematic analysis acknowledges the researcher’s active role in knowledge production and the 
researcher’s subjectivity as the analytic resource.78 RTA acknowledges that codes and themes represent 
the researcher’s interpretations of patterns of meaning across the data set and that no two researchers 
will interpret the data set in the same way and, as such, does not require that other researchers verify 
or check for coding reliability. It was acknowledged and understood that there will be interpretive 
variability between researchers based on differences in their knowledge and skills, theoretical 
assumptions and differences in how they responded to the data set. Interpretive analysis was based on 
the flexible and organic interplay between the data set and the theoretical assumptions and skills of 
the researcher. In this sense, we take the approach to qualitative research described as ‘Big Q’79 as we 
did not come to our findings through a qualitative positivist lens. Big Q qualitative research describes 
the use of qualitative tools and techniques, particularly around data generation within a non-positivist 
framework informed by qualitative research values.80

In addition, at the end of each interview or focus group, we asked participants to reflect on what they 
had discussed and identify topics they felt were particularly significant to the research question and 
areas that the research team should pay particular attention to. Participants were asked to summarise 
and provide an overview of their ‘key messages’. This meant that the coding was guided by what 
participants felt was relevant as well as what was deemed as key by the researchers. Themes were 
discussed by the whole team in weekly meetings as well as at our project advisory group and during 
collaborative analysis sessions with our PPI group. Regular meetings were also held by the three 
researchers collecting the qualitative data to discuss analysis. Themes featured in the report were 
discussed and agreed by the qualitative researchers collectively. Input was sought from the wider team 
at weekly meetings and through regular meetings with our PPI forum, thereby drawing on the combined 
insights of those with close involvement with data collection and members of the team with wider 
perspectives of healthcare quality and safety. We also held several half-day analysis sessions where we 
discussed and questioned themes and interpretations.

After we developed our themes, we used an abductive approach to position our findings against a 
background of existing theory and knowledge. This provided a way of constructing empirically based 
theorisations without confining theory to pre-defined concepts.81 Our approach integrated inductive 
data-driven coding with deductive theory-driven interpretation; aiming to find a middle ground between 
inductive and deductive methods and the most logical solution and useful explanation for phenomena.81

Results

Characteristics of participants
Of the 130 participants interviewed, 88 were working in health care and 42 were patients. Participant 
characteristics are summarised in Table 17. The mean number of years of qualification for doctors who 
participated was 23.2 (SD = 11.0) and ranged from 1 to 48 years. Of the 59 doctors interviewed, 33 
worked as locums, while 25 worked on a permanent basis and one worked as a locum in additional to 
permanent work. Of the permanent doctors, 10 had previously done locum work, 6 were working in 
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primary care, 18 in secondary care and 1 in both sectors. Of the locum doctors, 19 were working in 
primary care, 12 in secondary care and 2 in both sectors.

In 2020, 38% of all licensed doctors in the UK were from an ethnic minority background.82 The number 
of doctors from an ethnic minority background in our sample is 4% lower than the doctor population as 
a whole. Of the 59 doctors we interviewed, 20 (33.9%) were from ethnic minority backgrounds, while 
34 (57.6%) were from a white background. Five doctors chose not to disclose their ethnicity (8.5%). 
Twelve doctors who took part were IMGs, and had been working in the UK for an average of 15.8 years 
(SD = 6.27). For seven of the IMG doctors, English was not their first language.

The ethnic breakdown of our locum sample more closely reflected the doctor population; of the 30 
locums who reported their ethnicity, 18 (60%) were from White English or other white backgrounds, 
while 12 (40%) identified as ethnic minorities. The 24 permanently employed doctors who declared 
their ethnicity were largely in senior leadership positions (consultants, ROs, GP partners); 16 (66.7%) 
were White English or other white background, and 8 (33.3%) were from ethnic minority backgrounds. 
This is perhaps reflective of the fact that the ethnic diversity of the medical profession as a whole is not 
matched by diversity at senior leadership levels.83

The ethnic breakdown of our patient population was largely reflective of the wider population in the 
UK where 82% of the population identify as white and 18% belong to an ethnic minority group.84 In our 
sample, 34 (81%) patients identified as white, while 8 (19%) patients identified as belonging to an ethnic 
minority group.

In 2019, of NHS staff whose ethnicity was known, four out of five (79.2%) were white, and one in five 
(20.7%) were from all other ethnic groups.85 The ethnic diversity of our qualitative sample of participants 
who represented professionals working as or with locums was more balanced; 57 (64.8%) were from a 
white background, while 31 (35.2%) where from ethnic minority groups. This is probably because of the 
number of doctors in the sample.

The gender breakdown of our doctor respondents was broadly reflective of the general doctor 
population,82 with women being slightly over-represented. Thirty-one (52.5%) participants were women, 
while twenty-eight (47.5%) were men. Women were slightly over-represented in our project as a whole.

We interviewed a broad range of participants from primary and secondary care as well as locum 
agencies. Healthcare organisation and participant details are listed in Table 18.

Interviews ranged in length from 23 to 171 minutes with the average interview being 59 minutes. 
Interviews were transcribed verbatim by a professional transcription company and organised into codes 
and themes using the software package NVivo (QSR International, Warrington, UK).86

Thematic framework
Our findings are presented under seven broad and inter-related themes that examine how locum work 
relates to and impacts quality and safety. Themes were identified by their overall ability to answer 
the research question and how numerous the occurrences were of each theme across the data set. 
Frequency of the theme did not necessarily determine its importance; rather, the inclusion of a theme 
was determined by how relevant it was to the research questions. Themes were also guided by our 
previous narrative review on quality and safety and locum doctors9 as well as the ‘key messages’ 
participants had identified in their interviews.

The first theme describes how contextual familiarity was regarded as vital for quality and safety. The 
second theme discusses the impact of variations in familiarity and preparedness to with locums on 
efficiency and workload. The third theme continues to explore notions of familiarity and knowing and 
the implications of continuity and discontinuity for patient care. The fourth theme is about the balance 
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between locum and permanent staff and what happens when organisations become overly reliant on 
locums. The fifth theme highlights the impact of perceptions of locums on how they were treated and 
viewed. The sixth theme continues to elaborate on the consequences of locum perceptions and how this 
is related to blame and defensive practice. In our final theme, we describe how locums and organisations 
engage with governance mechanism and activities. The themes are listed below:

• Familiarity and continuity: knowing who, where and how:
◦	Locum understanding of the local population and staff, as well as how to access equipment/

policies/pathways and how to carry out duties safely in unfamiliar environments.

• Efficiency, empowerment and displaced work:
◦	The impact of locum working on the workloads of permanent staff and how this related to the 

organisational preparedness to empower locums to do their job safely and effectively.

• Continuity and discontinuity:
◦	The positive and negative implications for continuity and discontinuity for patient care and how 

safety information was received and shared when doctors were transient.

• Balance of staffing and stability:
◦	What happens to quality improvement and organisational and staff development when 

organisations become more reliant on locums.

• Collegiality, involvement and inclusion:
◦	The implications for quality and safety when locums are/are not treated like other staff.

TABLE 18 Healthcare organisations and participant roles

Healthcare organisation type Participant roles Total

Primary care GP × 6
Managing Director
Non-Clinical Partner
Nurse
Practice Manager × 4

13

Secondary care Assistant Psychologist
Clinical Director
Clinical Lead
Clinical Pharmacist
Consultant × 9
Deputy Medical Director × 2
Director of Patient Experience
Medical Director × 2
Medical Staffing × 6
Nurse × 3
RO × 5
Senior Manager × 3

37

Primary care Locum 19

Secondary care Locum 12

Primary and secondary care Locum 2

Locum agencies Locum Agency RO × 4
Director

5

Other Advisor to NHS × 2 2
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• Defensive practice, hedging and avoidance:
◦	How temporary working impacts defensive practice and how locums attempt to practice safely 

and avoid complaints in complex and unfamiliar environments.

• Governance:
◦	How responsibility for the oversight of locum doctors was organised and shared across 

organisations and how systems of governance worked for doctors who did not have a simple 
employed relationship with a single organisation.

Additional examples of participant quotations to illustrate each theme are provided in Appendix 5.

Familiarity and continuity: knowing who, where and how
Locum doctors faced distinct disadvantages in comparison to permanently employed doctors when 
they were unfamiliar with both the organisation and patients. Knowing the patients and staff, where 
to locate equipment and resources and how to escalate concerns and carry out processes was 
important for delivering care safely. The importance of local knowledge about patients and their 
communities was described by patients, locums and permanent staff. Familiarity increased with 
continuity of exposure, providing stability for teams and patients. Recruiting from the same pool of 
doctors and longer-term locum placements allowed for trusting relationships to be developed and 
also meant that locums were able to become familiar with the organisation and its staff, local policies, 
procedures and referral pathways, organisational layout and IT systems, as well as which services they 
could access.

And the locums we use now are people that we know. So you come on shift and its all regular locums that 
you’ve met before and you’ve worked with before … So it’s made a huge difference. You know what their 
skills are, you know what they’re capable of, you know that you trust them.

Interview 11, Clinical Director, Secondary Care

Locum participants described often working in unfamiliar environments, sometimes with minimal 
induction and varying levels of support. Organisational reluctance to invest in induction left not only 
patients vulnerable but also locums, who described being ‘set up to fail’. Induction was important given 
the large degree of variation in policies and procedures between organisations. Not knowing how to 
navigate IT systems, refer patients, order tests, find equipment and escalate problems, or locate who to 
go to for support could lead to operational failures or inadequacies and errors in locating information, 
supplies or equipment needed for patient care.

I was very rapidly discovering was every practice is different to the next practice by up to 500 
different guidelines, policies, pathways and procedures … We can’t just be a bad GP in these positions 
enforced underperformance …

Interview 63, Locum GP, Primary Care

The absence of normal recruitment processes (involving meeting a doctor, carrying out an interview 
and following up on references) meant that recruiters were reliant on limited information on which to 
base their hiring decisions; meaning the knowledge and experience of locum doctors were not always 
formally assessed. Permanent staff with recruitment responsibilities described how the information 
provided by locum agencies and the format of CVs and references made it difficult to determine 
competency, scope of practice and suitability for a role. However, staff shortages and a requirement 
to meet safe staffing ratios meant that organisational leaders had little recourse of action if they 
were unsure about a doctor’s capability, which caused anxiety and frustration. This suggests that the 
provision of health care superseded ensuring safety standards and necessitated accepting one of two 
objectionable alternatives – accepting gaps in staffing that may jeopardise patient safety or accepting 
unknown staff that may jeopardise patient safety.
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If a locum turns up and I have serious doubts about their ability to do the job to the required standard, 
I don’t have any recourse … And therefore I’m in a position where either I accept this locum or I don’t. 
There’s not much in the way of middle ground. Not accepting them is a really unpalatable choice because 
if I say look, I’m sorry, I don’t think you’re up to this, I think you should go home, that leaves me with a gap.

Interview 30, Consultant and Responsible Officer, Secondary Care

Other consequences of not knowing an organisation and its patients were risks to doctors’ professional 
reputation and registration and locum participants felt mistakes and complaints were more likely in 
unfamiliar environments. Doctors working as locums wanted to provide high-quality care but found 
some organisations were not adequately prepared to safely engage, include or support locums. Some 
locum participants described avoiding working in unfamiliar, chaotic or unsupportive organisations and 
restricted the number of organisations they worked in order to build relationships and familiarity and 
practice more safely.

The biggest sort of safety aspect that sticks in my mind, is that it is unbelievably frustrating to have to 
learn a whole new set of patients from day to day. And again, like I say, at the start, when I was signed up 
to four different hospitals, plus the locum agencies, I very quickly realised that not only is it the fact that 
you don’t know the patients from day to day, if you’re chopping and changing site the whole time, then 
store cupboard are laid out differently, ways of contacting relevant staff members are different, you’ve 
got to recognise what code to put in to bleep someone that’s different at every single site … So that’s why, 
pretty quickly in my F3 year, I decided, no, no, this is the hospital I’m going to work at, and I’m just going 
to stick with this hospital the whole of the way through, essentially. And that’s helped a lot with regards to 
that idea of consistency and knowing how to do what you need to do, essentially.

Interview 23, Locum, Secondary Care

International medical graduates faced additional difficulties adjusting to unfamiliar NHS systems and 
cultures when they first began working in the NHS. Locum doctors who trained outside of the UK 
described struggling to adapt and the added challenges of being naïve to the system; these locums 
described needing time and support to adjust. However, there were variations in terms of how 
organisations integrated and supported locum doctors who were IMGs; with some organisations 
providing additional supervisory support, while others expected locums, regardless of NHS experience, 
to ‘hit the ground running’. This meant that IMGs were particularly vulnerable to making mistakes. One 
participant described how they avoided using IMG locums without NHS experience; however, staff 
shortages meant that sometimes doctors with limited or no NHS experience were contracted.

I think when you get a lot of overseas … We try not to appoint many that haven’t got NHS experience but 
I remember when I was at the [hospital name] there were some when we were desperate and it’s just the, 
kind of … We expect them to come in as a locum and hit the ground running, provide a service and go 
… they were working at … kind of, put themselves down at a certain grade and they’d done that certain 
grade over in their home country but then they’ve come over here and there’s misinterpretation. They 
weren’t probably working at that level …

Interview 22, Medical Staffing, Secondary Care

I did actually study medicine abroad, so when I came to do F1 I was totally naïve to the system … I think 
there’s definitely challenges like with being overseas, you kind of feel a bit like a fish out of water in a way.

Interview 13, Locum, Secondary Care

Participants with recruitment responsibilities and ROs described difficulty in establishing level of 
qualification and competence when locums had trained outside of the UK. There was some uncertainty 
about the quality and safety of the practice of IMGs, as it was difficult to establish a clear picture of their 
clinical competency and capability and whether there were any governance concerns. While there was 
a reliance on GMC registration and licence to practise for assurance, it was recognised that governance 
systems were not completely failsafe and that there was some potential for doctors who were not 
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appropriately trained to enter the system or for doctors to work beyond their scope of practice. For 
locum Ros, this was a challenge in that they were governing these doctors from a distance.

I have to say that our system is not tight, it’s not fool proof, and I find that we do accept doctors, for 
instance, from abroad, with no experience of the NHS, and actually with very little clinical experience, 
but to whom the GMC has given a Licence to Practise, and it therefore comes back onto us as the agency 
to decide whether the doctor is competent to be placed in an NHS position … There is also a very small 
sub-section of, dare one say, suspicious doctors who come from abroad, on whose governance we don’t 
have a clear picture other than nothing adverse has been declared, but conversely, we don’t know whether 
there are positive aspects of governance that should have been declared but are not. There’s a very small 
number of doctors, and then if they are accepted for registration and their compliance is correct, we fall 
back onto management of concerns as they may arise. But we are aware, or I am aware, of the very rare, 
but occasional possibility of either an incompetent doctor, or a dangerous doctor, or a fraudulent doctor 
that gets into the system. It is rare, it is rare.

Interview 47, Locum Agency RO

Locums managed the risk related to working in unfamiliar environments in a number of ways including 
avoiding organisations considered chaotic or unsafe or working below their grade. Some locums 
described working below their capability and experience to avoid having responsibility in unfamiliar 
organisations where they may not be supported or included in the team. Better networked locums 
were able to draw on their community to find out which organisations to avoid, while others learnt 
through experience

Most locums take jobs, locum work below their grade. So a person who’s at a registrar level would take a 
locum work as an SHO, because they don’t know the trust that well. And when they do that, they already 
are … have learning at a registrar level. But because they’ve taken a lower level job, and because they’re 
locum, they’re not included in part of the team at all.

Interview 55, Locum, Secondary Care

Efficiency, empowerment and displaced work
Employing locums meant vital services could be delivered despite staff shortages; however, variations 
in familiarity, workload and types of work locums did have potential negative impacts on efficiency, 
quality improvement and working relationships. Depending on contextual factors, such as how prepared 
an organisation was to empower locums to work safely and efficiently, how familiar the locum was with 
the team or organisation, length of placement or what terms and conditions the locum or organisation 
had negotiated, there were differences in terms of the types of work locums did, or were able to do, in 
comparison to permanent staff. These factors were related to how much additional work was created 
for permanent staff when locums were employed; for example, organisations with good processes of 
recruitment and induction, who used locums who were familiar with the organisations systems and 
processes, produced less work for other staff.

Regardless of their level of qualification and experience and support (or lack of) provided by the 
organisation, it was recognised that locums were unlikely to be able to perform to the best of their 
ability in unfamiliar settings and it was likely that they would need to depend on other staff for accessing 
IT systems, locating information or equipment and understanding policies and differences between 
hospitals for example. Unfamiliarity with organisational layout, and multiple inconsistent policies and 
procedures meant that locums felt that their performance could be negatively impacted. Inductions of 
variable quality were employed to mitigate unfamiliarity, but the responsibility for this fell on busy staff 
who described this as distracting from their own work, especially when the locum churn was high.

It can become a little bit like Groundhog Day can’t it, how do you keep your resilience up and keep 
engaged of having the same conversation, the same teaching every time … So you turn up to your shift, it’s 
busy. Let’s say you’re working on the acute medical unit, you’ve got 20 patients to clerk, there’s an empty 
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shift and you’ve got a different locum. How do I get into the changing room, how do I do this, how do I do 
that? Oh, I’ve explained this so many times, you know. And do you get some of that, is some of it about 
resilience and some of it about you use up your usefulness, I don’t know. And again, that’s where it comes 
down to seeing this person as a person. They are a person, so it doesn’t matter how many times you hold 
the door open for someone, you continue to hold the door open for them and it just becomes part of what 
we do. And so it should be the same for these people we’re working with that just see them as the person 
rather than the locum.

Interview 19, Deputy Medical Director and Responsible Officer, Secondary Care

Locums were not always empowered to do their job efficiently and effectively because of lack of access 
to or restrictions on computer systems for example. Not providing locums with ready access to systems 
meant that they were not able to fully function in organisations until access had been arranged, which 
could take some time. This was particularly problematic for locums working on a short-term basis. 
Consequently, work that required access to systems, such as prescribing and referring, was sometimes 
carried out by other members of staff. Locums described having to rely on others as uncomfortable 
and stressful, particularly when it was perceived that locums were paid significantly more. There was a 
concern that relying on others could lead to care that was delayed, partially completed or not completed 
at all. This was also potentially divisive for working relationships between permanent and temporary 
staff. A workaround for a lack of access to computer systems for ordering tests and prescribing was to 
use the login credentials of other staff, meaning that prescriptions could not be traced back to individual 
doctors, which was a governance issue.

I did some A&E shifts in [hospital name]. But it was a logistical nightmare. It’s a different computer system. 
And by the time … I find it really tricky. As a locum, you’re there for one shift, you’re there for eight hours 
or 12 hours, however long it happens to be. By the time I found the toilets and the computer log in and 
managed to order an x-ray, it takes more than eight hours to do all those things. So I personally found it 
very, very stressful and didn’t like it. I felt like I asked too many questions, felt a bit helpless and hopeless. 
They probably thought I was similar as well. And so, yeah, never went back again, frankly. So I tend not to 
work in hospitals I haven’t worked in before.

Interview 53, Locum, Secondary Care

Continuity and discontinuity
Traditional notions of relational continuity were widely regarded as a thing of the past. Patient 
participants recognised that they were unlikely to be seen by the same doctors at a practice or in an 
acute setting, regardless of whether the organisation employed locums. Relational and management 
continuity was seen as difficult in all organisations due to the fragmented ways in which organisations 
were structured and changes in how doctors worked. Participants spoke about how continuity was 
generally no longer held by an individual doctor but in a computer system maintained by multiple 
doctors. Given that relational continuity was no longer the norm, good-quality management continuity 
was seen as essential. However, there were concerns that there were inconsistencies in terms of 
recording and sharing information and that the technological infrastructure was not robust enough 
to ensure continuity of information. Furthermore, locum unfamiliarity with varying local policies and 
procedures could increase the likelihood of information being incorrectly recorded or shared. A lack 
of continuity, both relationally and managerially, placed the onus on patient and carers to keep track 
of their condition and maintain good records. Patients and carers sometimes held the most complete 
story about what had happened previously; however, this also meant a reliance on memory and health 
literacy. Having to relay their history to the locum was frustrating for patients who expressed concern 
about who was ultimately accountable for their care.

Is it the individual and the continuity, or is it, you know, something else? And I think at the back of my 
mind … well, at the forefront of my mind, I desperately want it to all be about seeing the GP and having 
continuity, and them knowing me and my family inside out. But I do think we’re at the stage where that’s 
kind of like a media construct of a GP, it’s like a country practice version of a GP. And it hasn’t existed 
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for like five decades. And we moved to this system where you see whoever you see, whether they’re just 
another GP in the practice or a locum or whatever. And the theory was that it shouldn’t matter who you 
see because what matters is the recording and the system and the process. But as I think we’ve all vividly 
described, we’re all on the same page really that the systems behind what we have now aren’t good 
enough. And that’s what the issue is rather than anything else.

Patient 2, Focus Group B

Locum participants reported that care could sometimes ‘slip through the net’ or be delayed because 
of discontinuity and unfamiliarity with systems and processes. There was a perception that patients 
were unlikely to come into direct harm because of locum working due to safety netting and the rest 
of the team compensating where there were deficits in knowledge for example. However, indirect 
consequences due to inefficiencies included, for example, delayed treatment or discharge or referral to 
the wrong service. A locum working ad hoc shifts described how a lack of continuity impacted handover 
and caused difficulties communicating information about patients delaying discharge.

So more often than not it’s when you step in for the back end of a week, and you’ll find these plans that 
the consultant, for example, implemented a plan on Monday, and then left it to a locum, or for example, 
left it to a junior on the Tuesday to enact, and then a locum on the Wednesday, and then you’ve stepped 
into their boots. And occasionally its things that do slip through the net … So it’s all delaying, particularly 
at the minute, delaying patient discharge is the big thing that’s rife with all the pressures and all the rest 
of it.

Interview 23, Locum, Secondary Care

While lack of familiarity was largely regarded as having negative outcomes, discontinuity was sometimes 
beneficial for patients as locums provided ‘fresh perspectives’ and could change the trajectory of 
their care. For patients, there were potential advantages of discontinuity as locums enabled a second 
or different opinion. Not having previous experience of patients meant that locums did not have 
pre-conceptions and could come to their problems afresh. The discontinuity locums introduced could 
be beneficial for patients as new perspectives led to different routes of treatment or management. 
Discontinuity introduced by locums could disrupt organisational cultures because locums did not have a 
relationship with the patient and were not perhaps as constrained by the practice culture or as familiar 
with policies. However, non-compliance, perhaps due to unfamiliarity, with organisational processes or 
meeting the expectations of the patient could be detrimental for locums in terms of their employment 
and reputation and potentially detrimental for patients.

I remember coming in to one of my hospitals … and they were giving a child phosphate. And I said to 
them, but that’s not how we do it anymore, there’s been a change in practice. And they looked at me as 
though I was completely bonkers … Then I discovered that one of the consultants, another one, not the 
one I’d spoken to, was aware of it, and together we got on top of it, and I helped them put together a new 
protocol. But it was finding the right people to support me. Because the first person I went to batted it 
away … So, it all depends on whether you can find the person that’s open to change.

Interview 56, Locum, Secondary Care

The discontinuity locums introduced could also be beneficial to organisations as locums brought new 
perspectives and their experience of seeing many types of practice in multiple organisations. However, 
this systems knowledge and experience was not always capitalised on. Opportunities to share were 
typically not invited or rejected if offered, meaning organisations did not take up opportunities to 
learn from the locum. Locums were sometimes reluctant to challenge the status quo because they 
recognised their status as a newcomer and a temporary member of team, and reflected on experiences 
when offering alternative solutions had not been welcomed in the past. This was not only with regard 
to general functioning of the organisation, in terms of processes that might be improved, but also 
when locums challenged the treatment of individual patients, which had potential consequences for 
patient safety.
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Unfortunately what I’ve found, which again goes back to communication issues and ego problems, is that 
people don’t want to hear what the locum has to say in terms of like how things might be improved … 
there’s not that openness. And it’s also that, I think it’s an attitude thing as well, to think that the locum 
has nothing to really add. You’re only here to see our appointments, it doesn’t really matter what quality of 
care you offer.

Interview 70, Locum GP, Primary Care

If you see something being done that doesn’t seem quite right, it’s very hard to say something. Obviously, 
if it was dangerous, you would but you see sometimes, and you think, there’s a better way of doing that, 
but it’s not my job to tell them, because I’m only there for a bit, and I don’t want to upset the status quo.

Interview 56, Locum, Secondary Care

Balance of staffing and stability
The balance between locum and permanent staff had implications for quality and safety and efficiency 
of service delivery. Organisations that were heavily reliant on locums were likely to have gaps in 
medical leadership, meaning that quality improvement was slower or less likely to happen and that 
team working and trusting relationships between staff were harder to establish. Some participants felt 
that the balance between locums and permanent doctors was shifting and expressed concern about 
the long-term impact on the workforce, the perception of the profession and quality and safety. There 
was a perception that some organisations were heavily reliant on locums in order to maintain service 
delivery and locums had become ‘almost a workforce’ as they outnumbered permanent staff in some 
departments and organisations. One participant described how it was now uncommon to have a 
substantive medical workforce.

Locum work, my view on it is they’re there to fill a gap. They shouldn’t be relied upon to deliver a service 
Monday to Friday, day in, day out, week in, week out. And unfortunately my trust see it as that, though, 
that’s my worry that they feel they’re not just plugging a gap, they’re almost as a workforce …

Interview 84, Lead GP, Primary Care

A&E are obviously used to working with locums, they do it regularly, so it tends to be easier to locum there 
because there are so many other locums. I don’t know if there’s any permanent staff.

Interview 53, Locum, Secondary Care

The balance of permanent staff and locums was regarded as significant for a number of reasons. Locums 
were employed to deliver immediate services but were typically less likely to be invested in the team 
and organisational leadership and development and consequentially less involved in long-term planning, 
clinical governance and quality improvement. Service development, good governance and quality 
improvement were perceived as more likely when there were permanent staff to lead and facilitate 
this. Departments that were disproportionately locum dependent were perceived to be in danger of 
stagnation and lack of progression; for example, the implementation of new guidance tended not to 
happen or was slower and more difficult to implement.

So, we have some GP surgeries, which are frankly in a state of crisis at the moment … And any sense of 
stability is long gone out the door. So, when you get those practices … it probably takes two years to turn a 
practice around, and that’s with a substantive workforce. You’ve zero chance of doing it if your key players 
are coming and going because no one will lead, or no one will manage.

Interview 85, Medical Director, Primary Care

Well-functioning established teams were regarded as better able to incorporate a small number of 
locums without being significantly impacted by discontinuity, whereas GP practices run by locums, or 
small teams in smaller organisations were regarded as being vulnerable to instability and inertia when 
the majority of services were delivered by different locums. The expectation on permanent staff to 
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continue service improvement without consistent medical leadership and support was regarded as ‘too 
big an ask’.

I think there’s much more service development and quality improvement with permanent staff. Again, 
there will clearly be exceptions to this, but locums tend to turn up, they do the shift, they go home. 
Whereas when you really want to drive improvements in patient care, it’s the permanent staff who do 
that. If you get a department that is disproportionately locum dependent, then it stagnates, it doesn’t 
progress … it’s really hard to expect that one person who’s trying to keep the whole service afloat and to a 
certain extent monitor the locums work and drive change and improvement. It’s just too big an ask.

Interview 30, Responsible Officer, Secondary Care

Locum participants also recognised that having ‘an NHS run by locums’ was detrimental to quality 
and safety and some avoided organisations that were locum dependent for this reason. A locum GP 
described their experience of working in an organisation run solely by locums and reported a target-
driven culture based on maximising revenue and where follow-up was not carried out. Another locum 
GP avoided working in practices that were mostly run by locums and described ‘a total lack of continuity’ 
and a feeling of being vulnerable because of the impact of the lack of clinical leadership on quality 
and safety. A different locum felt that locums needed to be used ‘judiciously’ because of implications 
for continuity, quality and safety and efficiency; this participant wondered whether patients attending 
practices with a high proportion of locums would be more likely to attend A&E because of the lack of 
follow-up, for example. However, this participant recognised that they would not know what happened 
to patients because of their transient relationship with the practice.

I worked in a practice where there was one full time GP and everyone else was a locum, so a patient might 
see six different doctors for one problem over a period of six weeks or something. So if it’s like that and 
there’s a total lack of continuity …

Interview 59, Locum GP, Primary Care

A medical director articulated the difficulties in balancing temporary and permanent staff in an 
organisation that was struggling to recruit doctors. This organisation relied on locums in order to 
maintain service delivery and the medical director described frustration about a lack of supportive 
mechanisms for organisations that had no other choice but to rely on a temporary workforce in order to 
provide services. There was a perception that overuse of the locum workforce would be attributed to 
poor leadership, rather than a consequence of recruitment and retention problems.

What support or protection do organisations get when our staffing levels drop down that low to say, 
actually, we can’t deliver this service safely, or we’re trying to do it to the best of our ability … if I have 
locums coming in, suppose tonight, suppose the whole of my A&E department is staffed with locum 
doctors and something goes wrong, they’re going to say to me, what on earth were you doing, staffing the 
whole of your A&E department with locums. Well, where would you like me to start? You know, I don’t do 
it out of badness, you do it out of how do I keep the service running to the best of my ability.

Interview 32, Medical Director and Responsible Officer, Secondary Care

Collegiality, involvement and inclusion
Without exception, locum participants described negative attitudes and perceptions which had a 
bearing on how collegial colleagues were, and which in turn impacted involvement and inclusion in 
organisations in a variety of ways. Perceived disparities between pay, workload and organisational and 
team commitment between locums and permanent staff could be sources of resentment and influenced 
how locums were treated and viewed. The perception from some permanent staff that they were doing 
the same or more work for ‘a lot less’ pay threatened collegiality and could be damaging to working 
relationships and locum well-being. Exclusion from organisational and team processes not only had the 
potential to increase risk to patient safety, when information was not shared with locums, for example, 
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but could also be damaging to the safety and well-being of locums themselves. Resentment played out 
in locums being scapegoated when things went wrong and excluded from organisational functions that 
were necessary for team function, learning and the delivery of safe care. Locums described a lack of 
collegiality which resulted in lack of support and during the pandemic some felt that they were exposed 
to greater risk than permanent staff. While there were some examples of inclusive and supportive 
practice, collegiality towards locums was sometimes motivated by a high need for locums and problems 
recruiting, meaning that some permanent staff felt a need to mask their resentment in order to fill gaps 
and not deter locums.

I guess like any temporary post really, you struggle to invest in them, don’t necessarily see them as being 
part of the team. Not very positive about them, particularly junior staff, particularly in the acute trusts. 
We’d have locums refusing to come back because of the treatment of the midwives … I’m not a midwife, 
but if you’re trying to birth a baby together, you’re reliant aren’t you, you’ve got each other doing a 
physical procedure, your hands in, it’s high risk. The mum might die, the baby might die, you really rely on 
each other, it’s very, very intensive.

Interview 86, Clinical Lead, Secondary Care

Locum work was judged differently because of perceptions around higher rates of pay and greater 
expectations were placed on locums, for example, a perception that locums could replace ‘like for like’ 
and ‘hit the ground running’ when they entered an organisation. A consequence of this was that locums 
were sometimes expected to work with minimal support and supervision, despite potential training and 
support needs, or deficits in organisational knowledge.

Not having supervision, not having anyone who you can go to about problems or just about having a 
rubbish time. I think that is a real problem.

Interview 36, Locum, Secondary Care

I think it’s the fact that you are a trainee, and there is someone who has to look after you, that kind of 
gives a bit of protection in terms of your learning, which you don’t get as a locum, obviously, ‘cause you 
don’t have a supervisor … In some ways you are expected to work very independently as a locum, I think. 
You can ask for help obviously, but I do think that there is kind of an expectation that you kind of just get 
things done.

Interview 13, Locum, Secondary Care

While different rates of work were tolerated from permanent staff due to an understood variability in 
complexity of patients and flow, there was less acceptance when it came to locums who were expected 
to see a greater number of patients faster. While some participants described their organisations as 
being welcoming and supportive, explicit and open hostility was described by one medical director who 
had witnessed staff being less than compassionate towards a locum doctor.

It is tricky, it is hard. I think I’d hate to be a hospital doctor thinking, gosh, I’m stuck here forever and these 
guys are just coming and going, living the dream, doing what they want to do whenever they want to do it. 
And that does build resentment and sort of breaks down that teamwork that you really need if you want 
them to learn more and be colleagues really. But I don’t know how you’d change that attitude other than 
maybe they earn less from being a locum. But I don’t think you’d fill the posts.

Interview 53, Locum, Secondary Care

Defensive practice, hedging and avoidance
Participants described instances of defensive practice or hedging-type defensive medicine which 
involved providing services (e.g. tests, referrals) usually to reduce perceived litigation or other adverse 
outcome. For locums, adverse outcomes could include a higher risk of complaints and potential 
termination of contract at short notice. Some locum participants described practising defensively 
to keep patients on side and prevent complaints because of the precarious nature of the locum 
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contract and pervasive negative perceptions from patients and other healthcare professionals. Locum 
participants argued that locums were more likely to practise defensively because they were attempting 
to practise as safely as possible in complex environments where they were professionally isolated and 
may not be familiar or supported. Rationing resources was regarded as benefitting the organisation but 
not the patient or locum; this meant that some patients actively sought out locums who were regarded 
to be less constrained by the organisation. There was a perception that locums deflected some of their 
responsibilities because they were disempowered to make decisions, while others felt that some locums 
were simply avoiding work and evaded responsibility for patients by pushing work onto others or into 
the future, by which time they will have moved on.

I think decision-making can be very, very difficult as a locum. And also if the patient comes with some 
demands of sleeping pills, or painkillers, or things, anything. Then putting your foot down is difficult 
because the patients are more likely to complain about locums than about the partners. So often locums 
will be softer, and some patients actually know to get an appointment with locums because they can get 
the antibiotic they want, or whatever they want, kind of thing.

Interview 83, Locum GP, Primary Care

Well, the way things are now and how difficult it is to see any doctor, I’d see anybody … So when you 
get offered something, you take it. Even though it might mean it’s a complete waste of time, you see 
somebody who really doesn’t feel able or willing to treat you and advises you to come back and see a 
regular doctor, you’d do anything because you’re not being offered a choice even to have an appointment.

Patient 2, Focus Group A

In addition, locums described a sense of professional isolation as well as the perception that the 
‘system will crush you’ if a mistake is made. Locums described how easily they could be scapegoated, 
meaning that some locums were reluctant to make decisions and deferred responsibility to others in the 
organisation. Participants gave examples of overly cautious management including, for example, carrying 
out more tests or referring patients for second opinion more than necessary and this was sometimes 
attributed to locums lacking confidence in their own abilities to diagnose without getting a range of 
investigations done.

And the irritation of partners is that a locum refuses to do this, they over-refer, they make sure that 
they’ve covered all the options so that nobody can come back to them and say, you didn’t do this right. 
And the errors will happen. I think that there is a defensiveness in medicine, which is increasing and really 
harming people. There is nothing else that you can take from the whole Bawa Garba incident other than 
the system will crush you if you make a mistake, if you don’t deal with an acute problem you can go to jail.

Interview 38, Locum, Primary and Secondary Care

Governance
The governance practices in relation to locums varied widely and were not generally regarded as being 
as robust in comparison to permanently employed doctors. Responsibility for locum doctors was 
sometimes unclear in terms of who was accountable for organising, providing or supporting governance 
mechanisms, such as performance feedback, supervision and oversight, educational opportunities and 
CPD, appraisal and involvement in quality improvement. While some organisations included locums in 
their governance activities, others regarded locum work as transactional, where the locum was there 
to provide a finite service and the organisation assumed no responsibilities for their performance, 
development or oversight. There were concerns that governance structures were modelled on and 
designed for permanently employed doctors, meaning locums were not fully integrated into them or able 
even to access informal and formal governance mechanisms.

Transience and distance meant judgements about clinical ability and systems such as appraisal and 
revalidation were reliant on information from actors who might have limited knowledge of the locum 
and their performance. Locum doctors revalidate in the same way as any other doctor, but they may 
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experience challenges in finding a RO or collecting supporting information, particularly if the locum 
works for a locum agency. NHS ROs are more likely to be familiar with the organisation and the doctors 
who work there. Locum agencies’ ROs may carry out their role for a number of designated bodies (the 
employer or agency for which the doctor does the majority of their work). There is a risk that locum 
agency ROs have less direct involvement in the locum agency systems and with the board or governing 
body. ROs relied on concerns being escalated in order to keep patients safe, manage concerns, support 
doctors and make revalidation decisions. However, this became more difficult for locum ROs, as they 
were unlikely to meet the locums or their appraisers or colleagues. A locum’s relationship with their RO, 
appraiser, colleagues and patients could be more distant and removed from the usual social exchanges 
and mutual engagement that occur between colleagues working within an organisation, meaning it was 
difficult for others to make fully informed judgements about a doctor’s fitness to practice. Agency ROs 
described not knowing the locum doctors they were responsible for in the same depth as when they had 
performed the RO role in the NHS, where they knew the doctors personally; ‘they don’t know me and I 
don’t know them’. Locums could be unfamiliar to colleagues and contact could be limited and others in 
the organisation were less likely to have a detailed view of the competencies and capabilities of locum 
doctors. As a consequence, the level of oversight ROs and other colleagues had of locums was likely to 
be reduced in some circumstances and particularly when locums were very transient.

I think it’s a remote world. It’s like a cloud, you know, it’s like the cloud. We talk about the cloud when it 
comes to storing information. And I think locum world is a bit like that … And I don’t know the doctors 
anywhere like as much as I did when I was an RO in the NHS, I knew them all personally. If I used to have 
a problem, I used to get them in my office there and then, chat it all through, sort it. Can’t do that in locum 
world, it might take me four days to get hold of the doctor, some of them won’t respond immediately. I 
always will have a telephone conversation with them. They don’t know me and I don’t know them.

Interview 51, Locum Agency RO

Similar governance and information-sharing problems were described by locum agencies and NHS 
organisations; both described difficulties in sharing and gathering feedback. When concerns were 
raised, participants described receiving little or no response or assurances about whether governance 
information that had been shared across organisations was acted upon and participants were often 
uncertain as to what happened to the information they shared. Communication difficulties, in part due 
to the fluid nature of locum working, meant that robust oversight was less likely for doctors moving 
between organisations.

It would give you more confidence if you heard back. And sometimes I’ll pick up the phone and you try to 
do the best you can to make sure this information gets passed on. But I just have this nagging doubt that 
I’m not always convinced it does.

Interview 30, Responsible Officer, Secondary Care

It’s been bothering me for a little while that sometimes when you request for information from other 
responsible officers you don’t always get a response. Which, kind of, leaves a bit of an unknown, especially 
when you’re then coming up towards a revalidation decision, you know. It’s not a fool-proof mechanism.

Interview 48, Director of Quality, Locum Agency

To improve the flow of information between organisations, NHS England introduced a system to 
allow the organisation to share information about locums and doctors moving between designated 
bodies. The Medical Practice Information Transfer (MPIT) form is designed to support the transfer of 
information about a doctor’s practice to and from the doctor’s RO. However, organisations did not 
always complete or return MPIT forms, and one RO indicated that their locum agency did not use their 
resources in perusing them.

There is now a system in place, that the GMC introduced and we’ve instituted over the last year really 
called the MPIT, it’s an official form, official GMC form … so somebody signs on with us, a new doctor 
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and connects as a designated body, we send the previous responsible officer this form, basically saying, is 
there any history with this doctor and their answer is either yes or no. The returns on these forms are not 
reliable because I would think 50 per cent of the ones, I send off don’t get returned yet but the system 
is, we got it running pretty much straightaway but I think there is a number of departments in places 
where the form goes into some address that maybe a person who can’t address it and it doesn’t get … the 
returns are pretty poor. Now we don’t chase them up because administratively it’s a difficult thing to do 
with our resources.

Interview 47, Locum Agency RO

Continuity of governance was difficult due to the transient nature of locum work and issues of 
information flow between organisations. There was a perception that some locums attempted to 
circumvent governance and revalidation systems by moving between agencies. It was highlighted 
that some agencies have higher governance standards than others and some locums avoided these 
agencies because of this. To mitigate this, one agency had a policy on discouraging connections in the 
period close to revalidation and deferring revalidation for some locums to allow time for gathering 
evidence. There was also a perception from some locum agency ROs that while the majority of 
doctors were excellent, there was a percentage of locum doctors that were isolated doctors with 
potential performance issues who were likely to be most in need of supportive organisational and 
professional support.

You have to accept that whilst within the agency world, 80 per cent of the doctors we place are excellent, 
and have no problems, and do a great job, perhaps 20 per cent are those that have shaken down to that 
20 per cent in the agency world, because they’ve not succeeded in the NHS, they’ve not got a substantive 
place, they are lost souls. And they are less able to cope with the vicissitudes of busy clinical life and 
professional life within a large organisation such as the NHS.

Interview 47, Locum Agency RO

There was concern that governance structures were modelled on and designed for permanently 
employed doctors, meaning locums were not fully integrated into or able to access informal 
and formal governance mechanisms. There was broad consensus that locums were less likely to 
be involved in learning processes in organisations, including routine learning opportunities and 
communications and learning from mistakes. Locums were not included in in-house learning activities 
for a number of reasons; there was a perception among some participants that locums were primarily 
employed to deliver services and cover staff shortages; consequently, some organisations did not 
assume responsibility for providing learning, largely due to additional cost. Barriers to inclusion 
in organisational learning also included the additional administrative burden in already pressured 
environments, the transient nature of the locum workforce and variability between organisations in 
terms of ability to maintain accurate and current e-mail distribution lists. Resentment around pay and 
workload and othering was also a factor described by some participants, which meant that learning 
was sometimes perceived to be exclusive to permanent staff and responsibility for learning was 
assumed by the locum.

The trust doesn’t consider us to have any responsibility for them in regards to development or 
career progression.

Interview 7, Medical Staffing, Secondary Care

Locum attendance at in-house non-mandatory training and inclusion in routine communications and 
team meetings was variable and typically optional for both locums and organisations and, in part, 
dependent on the motivation and discretion of the organisation and the locum. In some organisations, 
locums were welcome to attend training (particularly if they were working on a longer-term basis), 
though sometimes with the proviso that they would not be paid for doing so. However, in organisations 
that were less inclusive, locum participants described hearing about changes relevant to their practice 
(e.g. significant changes to policy or practice) by chance or through word of mouth.
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They don’t want to pay you for induction, they are not interested in you coming to any of their meetings or 
MDTs, and they will certainly not have any kind of CPD engagement with you unless you happened to be 
there and they happened to have it on already and it didn’t make a difference if you were there or not.

Interview 35, Locum GP, Primary Care

Locums did not typically have established relationships or access to support in comparison to permanent 
doctors. There were also ingrained negative perceptions relating to locum working. As a consequence, 
locums were likely to be blamed as individuals without taking into account systemic antecedents to 
problems, such as lack of induction, supervision or support, whereas permanent doctors who made 
mistakes were described as receiving remediation and support. Problems or mistakes were not typically 
addressed productively and collaboratively by organisations, meaning locums were sometimes denied 
the opportunity to learn when things went wrong. Locums did not always receive feedback essential 
to their practice and learning and end-of-placement feedback was not always provided. Worryingly, 
participants described instances of locum contracts being ended when there were problems, without 
the reasons why being communicated with the locum or other required parties. Lack of communication 
and feedback had implications for locums in terms of equipping them with the necessary information to 
carry out their role safely and effectively.

We had a big incident actually which was a consultant who tried to blame a locum for something that 
went wrong … And it was quite clear that it wasn’t the locum that caused the problem … and it’s so much 
easier just to blame the locum and then brush it all under the carpet because you can just end the locum’s 
appointment. Whereas actually, if there’s a problem with a substantive appointment, one problem with 
the NHS is, it’s very difficult to get rid of hopeless individuals.

Interview 24, Locum, Secondary Care

Discussion

This qualitative study provides some profound and concerning insights into the implications of locum 
working for patient safety and quality of care. The ways in which locums were recruited, inducted, 
deployed and supported by organisations impacted quality and safety. Our findings indicated that 
regardless of their level of experience, it was unlikely that doctors would be able to function optimally 
in unfamiliar environments; and organisations who were inexperienced with locums, or had poor 
supportive infrastructure and governance mechanisms, were unlikely to enable high-quality safe 
services. Providing more comprehensive support for locums is essential if quality and safety are to 
be improved.

Many of the challenges confronting locum doctors were by no means unique to temporary doctors. 
Problems of productivity,87 inefficient working environments,72 defensive practice,88 difficulty raising 
safety concerns,89 fear of being held accountable for wider systemic failings,90 barriers to supervision91 
and disorganised organisational processes hindered effective governance92 and are perennial issues 
faced by many in the profession. However, our findings suggest that these challenges were often 
exacerbated when doctors worked as locums. While it would be inaccurate to suggest that locums 
were generally less competent or skilled than permanently employed doctors, working as a locum could 
have longer-term consequences for doctors in terms of their professional development and practice. 
Participants described the impact of unfamiliarity and peripheral involvement in teams, organisational 
structures, professional development and formal and informal governance as detrimental for patient 
safety and quality of care. Unfamiliarity, professional isolation, stigmatisation and disempowering 
working conditions meant that care could be delayed, inefficient or inappropriate.

Our findings shed light on how temporary doctors fit into the enduring debate93 around how 
responsibility between organisational systems and individual professionals is distributed. Our findings 
indicate that a lack of transparency and blame stifled learning and that shared learning was often not 
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fully harnessed. Blaming locums when things go wrong and punishing or disciplining individuals (in 
the case of locums, this often took the form of ending their contract) who make errors in contexts 
that are not designed to incorporate temporary workers may divert attention from understanding 
inadequately designed, poorly functioning systems or indeed the individual practice of other doctors. 
Locums represent a subsection of the medical profession for whom the wider paradigm shift from 
individual blame to a systems approach to errors94 appeared to not wholly apply. Our findings suggest 
that locums, particularly when they worked on a short-term basis, were often not regarded as a part of 
the organisation, and therefore the system, and not afforded the same protections as permanent staff 
when things went wrong. However, while our findings highlight multiple systemic barriers to safely 
integrating temporary doctors, exclusively attributing quality and safety issues to systems obscures the 
individual as an important aspect of safety. Our research has highlighted quality and safety issues that 
were described as practice specific to some locums, such as the abdication of responsibility for patients 
when on short-term placements, and not taking responsibility for team, departmental or organisational 
quality improvement when on longer-term placements, for example. While we should take into account 
systemic factors that impede locums from performing safely, we should expect high standards of 
healthcare professionals, be cognisant of individual agency and recognise the distinction between 
blaming someone and holding them responsible.95

Strategies used to support safety largely involved increasing continuity and familiarity for both 
organisations and locums who reported that quality and safety were improved when locums were 
familiar with the teams and systems in which they worked and organisations were familiar with the 
locums and how to support them. The challenges for adapting to new environments and the importance 
of high-quality induction have been recognised for junior doctors.96 Some organisations in an effort to 
enable and empower locums use strategies such as improved induction and removing barriers so that 
locums were included and had access to support and CPD; however, the implementation of this was 
varied. Organisations preferred, in the first instance, to recruit from the same pool of doctors – using 
their own staff banks and locums with whom they had established relationships. Locums attempted to 
foster familiarity by working in known organisations and sometimes worked below their competence to 
mitigate risks associated with working in unfamiliar or unsupportive environments, which, at a time of 
doctor shortages, is a cause for concern.

Furthermore, participants reported avoiding organisations because of lack of support, hostile or 
unwelcoming teams, chaotic systems and poor working conditions. Filling absences and vacancies 
is crucial for patient safety; however, poor doctor cover in specific areas has been attributed to a 
lack of willing or available locums.90 Consequently, organisations should reflect on how they might 
maintain consistent positive relationships with locums and consider contextual factors, such as working 
conditions, support and relationships, learning and development and job satisfaction, which have been 
found to impact locum retention in our study and doctor retention more generally.62,97 Creating more 
supportive work environments and targeting interventions that improve doctors’ health and well-being 
could reduce the risk of medical negligence claims and contribute to improved patient safety.98

Cultivating continuity to improve patient care was a strategy used by some organisations and locums 
and was a significant factor in fostering team stability and improving quality and safety – supporting the 
extensive literature purporting the benefits of continuity.99,100 Conversely, disruptive discontinuity was 
cited as an opportunity for highlighting areas of improvement and was sometimes positive for patient 
care, which reflects positive patient outcomes on second opinions in other research.101 However, akin to 
whistle-blowers in the NHS,102 locums recognised their precarity and vulnerability when offering second 
opinions, sharing improvement ideas or voicing safety concerns, meaning opinions were not always 
offered and concerns were not always raised. Organisations should reflect on their safety cultures103 and 
how open they are to hearing locum voices.104 If organisations are to improve, then it is important that 
organisations and the individuals working within them actively search for where improvements can be 
made and highlight these issues for the benefit of everyone’s learning, rather than seeking comfort by 
disengaging and failing to address issues.
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Given that some locums were not scaffolded by organisational and governance structures, belonging to 
a Locum Chamber provided access to supportive networks and was potentially beneficial for improving 
quality and safety for both locum GPs and organisations. Locum Chambers provided infrastructure 
such as communities of practice, pastoral, professional and educational support and clinical governance 
information. Locum Chambers also facilitated feedback between locums and organisations to improve 
mutual learning, which our research found could be problematic for both locums and organisations. 
Locums who were well networked and informed about local health economies were better able to avoid 
poorly functioning organisations. However, there were concerns that less-well-networked locums, such 
as inexperienced or locums who had graduated in other countries, may be more likely to find themselves 
in unsafe organisations with limited support, which could be detrimental to both patients and locums. 
Indeed, the regulator has called for comprehensive support to be provided to doctors new to the UK 
whose role is likely to be isolating, such as locums.105

The NHS relies heavily on locums and a significant proportion of these locums are IMGs.33 However, 
GMC registration and licence to practise do not necessarily assure safe practice; yet it is clear from our 
research that locums and patient safety are disadvantaged when doctors are unfamiliar with systems, 
patients and organisations. Our findings indicated that, regardless of where they trained, locums are 
not always adequately inducted into organisations or considered in formal and information governance 
structures. The regulator recognises that IMGs experience difficulties in adapting to NHS systems and 
understanding the ethical and professional standards expected of them.106 However, locums do not have 
the same recruitment, induction, support, supervision or oversight, feedback and remediation if things 
go wrong. Short-term locum positions were not designed to assess whether each new locum possesses 
the appropriate professional capabilities – a process which would take several weeks. Instead, employing 
organisations must assume new starters are appropriately trained, meaning patient safety may be at risk.

Governing has been described as a complex interplay of social, political and cultural relationships, 
knowledge asymmetries and forms of power within and beyond the organisation.107 These factors 
shape governance activities, and our findings would suggest that governance activities differ based 
on contractual status and organisational policies and norms. The governance practices in relation 
to locums varied widely and were not generally regarded as being as robust in comparison to 
permanently employed doctors. Systemic problems, including overwork and under-resource,108 were 
widely recognised and were often used by participants as good reasons for bad practice. For example, 
participants reported that providing feedback to locums sometimes generated significant additional 
workload for permanent staff, especially when the locum turnover was high. This research has 
highlighted that much still needs to be done to develop governance systems which promote and protect 
the interests of patients and create an environment which supports locum doctors in meeting their 
professional obligations.

Locums are a growing group in the medical workforce, but are not well represented in research. This is 
the largest qualitative study to explore locum working and quality and safety. One limitation of the study 
is that participants were all working in England and, as such, caution should be taken when generalising 
the findings. To understand more about the impact of locum working on quality and safety of patient 
care, further research in other countries and contexts would be useful. The sample may have been 
skewed towards locums, people who work with locums and patients who had more negative perceptions 
and views of locums; however, patients’ views were overall positive and the perspectives of the sample 
align with previous research. As our research collection took place during the pandemic when locum 
work was reduced, this may have affected the findings. We were also unable to conduct the case study 
research including observations, which would have strengthened our findings and moderated some of 
the challenges in interviews, such as recall bias.

Our findings indicated that the way in which doctors who worked on a temporary basis were integrated 
into organisations posed some significant challenges and opportunities for patient safety and quality 
of care and that both organisations and locums had a part to play in improvement. Doctors working as 
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locums are a heterogeneous group with differing backgrounds, experiences, skills and capabilities that 
likely reflect the variability seen in the wider population of doctors. Locums are working in the same 
pressured and imperfect systems as other health workers; it is vital that systemic problems are not 
mistaken for people problems and important to recognise that locum is not a type of doctor but a way 
of working. Our findings are a call to action for organisations to take stock of how they engage, support 
and work with locums and ask both locums and organisations to reflect on whether their practices 
support a collective approach to patient safety and quality of care.
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Chapter 8 Patient perceptions and 
experiences of locum doctor care

Aims

This chapter reports on research undertaken to understand patient perceptions and experiences of 
locum doctor working in order to find ways to improve the quality and safety of patient care when 
temporary doctors were employed.

Methods

In this chapter, we have drawn on and foreground our findings from exploratory focus groups and 
one-to-one interviews with patients to explore how locum working impacted patient perceptions 
and experiences. However, we have also drawn on our entire data set to understand the implications 
of locum working for patient experience by including perceptions from multiple sources to provide a 
holistic view.

Recruitment
Patients were purposively sampled through patient and public contributor forums. Our PPI chair 
recommended that we recruit through Research for the Future and NIHR Clinical Research Network (CRN) 
which is an initiative to help recruit people to take part in health and care research using a ‘consent for 
approach’ model. Participants were paid £25 in vouchers or by bank transfer for their participation.

Data collection
Two authors (GS and JF) and two members of our PPI forum (MS and MM) carried out 5 focus groups 
with 30 participants. Focus groups involved between four and eight participants per group. GS and 
JF also carried out one-to-one interviews with 12 participants. Data were collected using video-
conferencing software (n = 15) or over the phone (n = 2). Forty-one participants spoke about their 
own experiences as a patient; one participant was a carer who spoke about their experiences with 
the person they care for and also their own experiences as a patient (see Appendix 6 for additional 
participant quotations).

Analysis

Collaborative data analysis
For a description of the qualitative methods, please see Chapter 7, which details the initial stages 
of analysis.

It was important that our PPI forum were involved in analysing the data they had collected. We 
discussed with our PPI forum how they would like to approach this and took guidance from our PPI 
chair who is a highly experienced contributor in health services research. For our patient focus groups 
and interviews, we involved our PPI forum in a collaborative analysis session where we examined 
themes identified by the research team and discussed broader patterns of meaning. We presented 
extracts from the transcripts under theme headings and provided short descriptive summaries of what 
these extracts related to; we explored these interpretations with our PPI forum and incorporated views 
and ideas. We decided to take this approach as our PPI chair advised that this would be efficient and 
maximise PPI input without having to burden PPI forum members with the lengthy process of reading 
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and coding the full transcripts. During the session, we reviewed each theme to determine whether they 
told a convincing story of the data, and one that answered the research questions and made changes 
according to points emphasised by our PPI group. Involving the PPI forum in the analysis offered a 
form of triangulation to enhance rigour, challenge and alternative interpretations of the findings.51 
Collaborative data analysis meant that alternative views were sought and that our findings were more 
relevant to the needs and preferences of patients. Strategies used with our PPI collaborators to enhance 
quality included debriefing to provide an external check on the research process, theme examination, 
triangulation of researchers and PPI co-researcher perspectives and use of reflexivity, which involved 
recording decisions, rationales and reflections.

Results

Our findings are presented under four themes that examine patient experiences of locum care from the 
perspective of patients and staff: how patients perceive locum doctors and how this differed from their 
perception of permanent doctors; patients’ awareness of whether their care was delivered by locums 
and whether they should know this; how locum working impacts continuity of care for patients and the 
implications of reduced continuity; and how communication and practice differ when doctors work as 
locums and the implications for patient outcomes.

Patient perceptions
Clinical acumen, enthusiasm for the role and the quality of supporting infrastructure were generally 
regarded by participants as more indicative of a doctor’s performance than employment status. 
Participants spoke about the variability in practice and personality between different doctors regardless 
of whether they worked as a locum or not. Participants who attended regularly were knowledgeable 
about the different GPs at the practice and knew who to avoid and who they preferred. Participants 
spoke about a false dichotomy between locum and permanent GPs and described positive and negative 
experiences of both. It was also recognised that the systems and environments that doctors worked in 
could potentially impact the locum’s ability to perform as well as their local knowledge and familiarity 
with patients, systems and care pathways.

That I think locums are no different than regular doctors and they find themselves sometimes in a difficult 
position because they are thrown into unknown place and they have to figure it out quickly. And as I 
said, they sometimes lack this confidence that a regular doctor has, just from being in single place for a 
number of years … locums shouldn’t be treated any differently than regular doctors, they’ve completed 
their education, their training, they want to help, they want to be professional, et cetera. Just perhaps the 
patients should be more tolerant.

Interview 78, Patient

You’ve got doctors which want to do their job and you’ve got doctors that are just there to get their pay 
check and clear off at the end of the day. It don’t matter whether they’re a locum or whether they’re 
full time.

Focus Group B, R8

Perceptions of locums as ‘less than’
In the main, participants did not distinguish between locums and permanently employed doctors in 
terms of clinical ability. However, some participants perceived locums to be less capable, less committed 
to their careers and as doctors who locummed because they struggled to find a permanent job. The 
implications of these attitudes included patient avoidance and lack of trust.

When you mention the word locum doctor, it gives the impression of somebody who’s there temporarily. 
Somebody who’s not a specialist. Somebody who may be travelling. Somebody who’s not committed to 
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a career say as a GP. And often, they do have portfolio careers when they do more than one thing in the 
field. So that’s my general impression of a locum.

Focus Group A, R5

Somebody who can’t find full time employment … To me, if they wanted to be doctors, they would be 
looking for a permanent position either as a GP or in a hospital situation. I’m never happy with them, but 
that’s my view. It’s they’re not unemployable in that respect, but they don’t seem to fit into one category?

Focus Group C, R1

Patient awareness
Participants were not always aware, in both primary and secondary care, whether their doctor was a 
locum. Participants mostly spoke about their experiences of seeing a locum at their GP practice, as 
they were more likely to be familiar with practice staff compared with a secondary care setting. Some 
participants felt that it was difficult to distinguish who was who at their practice when there were lots 
of doctors with different working patterns. The fact the doctor was a locum could be communicated by 
practice receptionists, and sometimes in an apologetic way.

I do get to see a regular GP. But if have to do a telephone appointment, especially if it’s an emergency type 
one, then I am advised over the phone that it’s a locum. And I have an occasion I’ve been and my regular 
doctor hasn’t been available and then they’ve said, oh, I’m sorry, the locum’s going to see you today.

Focus Group B, R3

There were differing opinions among participants about whether patients should be informed whether 
the doctor was a locum. Some participants felt it was important, particularly for those with long-term 
conditions or mental health problems, to be given information about who they were seeing, especially if 
they have not seen that doctor before.

That’s very important. Like as a patient, it should be explained under the charter of the service, what the 
whole purpose is of your treatment, wherever you’ll be seen by a junior doctor. So wherever you’ll be seen 
by a locum, or wherever you’ll be seen by another specialist. So I think it’s very important, you know, for 
either trusts or the NHS, to make people aware about what the service is, in the first instance.

Interview 95, Patient

I think when it’s long term patients, as it mostly is with mental health, I think they do need to know that 
it’s a locum, because it will be a long term relationship usually.

Interview 86, Clinical Lead Secondary Care

Participants perceived that locums and organisations may be reluctant to disclose to patients their 
doctor was a locum because of the recognised negative perceptions around locum working and the 
potential implications for consultations and doctor/patient relationships. There were also concerns that 
patients might not want to be seen by a locum.

I: Do you think that you should be told when you’re seeing a locum?
R: No, no, not necessarily, as I said, I don’t have a problem with that, but I think that some people may be 
prejudiced and may be, you know, throw a tantrum or something.

Interview 78, Patient

Why would you badge it with locum because I think if the reality is if you do use the word locum, I think 
most patients are familiar with the word locum and they’ll see it in a negative way as this is somebody 
that’s not going to know me, this is somebody that’s not going to be as close to my history and it’ll put 
those barriers up almost immediately.

Interview 27, Medical Director
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Sometimes patients don’t react in the best way to knowing that it’s a locum doctor. Oh no, I want to see a 
‘real’ doctor, and that is really difficult to manage from the agency doctor point of view ’cause that makes 
them feel not welcome, it makes them feel like they’re second class citizens, if you like, when absolutely 
they’re not. That’s difficult to manage from a patient point of view as well.

Interview 25, Medical Staffing, Secondary Care

While some patient participants felt that patients should know when a doctor was working as a locum, 
the general consensus among participants who were doctors or working in health care was that patients 
did not need to know. Participants perceived that patients in secondary care were less aware and 
concerned about whether the doctor was a locum. Participants felt that patients did not need to know 
their doctor was a locum because the standards of safety, patient care and governance processes should 
be the same regardless of the doctor’s contract. Some participants perceived that patients were not 
concerned if they were seen by a locum, as long as care was delivered by a doctor who was qualified 
and capable.

I: Do you think patients should know or need to know?
R: No, I don’t think they should or be told. I think the system ought to be robust and safe enough that it 
doesn’t matter.

Interview 30, Responsible Officer, Secondary Care

I: Do you think patients should know or need to know?
R: I would say if we’ve got the right governance in place and we’ve got the same level of assurance that 
they are safe, they are a quality practitioner and that they are up to date with what they need to be, I’m 
not sure patients do need to know ’cause there’s no difference in terms of they’ve got the required skillset, 
they’ve got the required training, they’ve got the required knowledge, I’m not sure there is a need to know.

Interview 25, Medical staffing, Secondary care

Continuity of care
Traditional notions of continuity of care and a family GP were recognised as a thing of the past. This 
was perceived to be a consequence of how modern general practice was structured and how GPs 
approached their working lives, with more GPs choosing to work flexibly.

I desperately want it to all be about seeing the GP and having continuity, and them knowing me and my 
family inside out. But I do think we’re at the stage where that’s kind of like a media construct of a GP, it’s 
like a country practice version of a GP. And it hasn’t existed for like five decades.

Focus Group B, R2

Accessing care
Participants described their experiences of making appointments and typically not being offered choice 
about which doctor they saw. Access to a doctor and seeing someone rather than no one meant that 
participants felt they did not have the option of choosing who they saw. For some participants, access 
was more important than continuity.

You can never book an appointment with your doctor at our surgery. It’s as simple as that. So you’ve got a 
choice, you have a locum or you don’t see a doctor.

Focus Group B, R2

I would much rather see a locum than not be able to see anybody at all.
Focus Group C, R2
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I personally don’t think that continuity is as important as some people make it out to be … access is king …
Interview 35, Locum GP

Relational, management and information continuity
Participants generally spoke about continuity of care in two ways: relational continuity, which was 
defined as an ongoing therapeutic relationship with a regular doctor, and management and information 
continuity, which was described as the continuity of their clinical management including record keeping 
and sharing of information. Participants spoke about how continuity was generally no longer held 
by an individual doctor but in their patient records which were maintained electronically by multiple 
doctors and sometimes across organisations. Given that relational continuity was no longer the norm, 
good-quality management continuity was seen as essential. However, there were concerns that 
there were inconsistencies in terms of recording and sharing information and that the technological 
infrastructure was not robust enough to ensure continuity of information. Participants recognised 
that they were unlikely to be seen by the same doctor at a practice, regardless of whether the practice 
employed locums, and relational and information and management continuity was regarded as difficult 
in all practices.

I don’t even think our general GPs are familiar anymore … These days I don’t even see a regular GP. I end 
up with them on the end of a telephone … I’ve never seen the same person and yes, well, a few of them 
were locums. None of them know me.

Focus Group C, R3

Have they read the notes? Do they know me? What continuity am I going to have with this person? How 
long are they there? Are they there for a week, a month, six months, whatever? Is it worth trying to get a 
relationship with them?

Focus Group C, R4

One thing that occurred to me is that the whole business of continuity of care seems to be focused on 
continuity of doctors’ notes … I think one thing I would say is that if I want continuity of care, I want 
continuity of information passing …

Focus Group D, R4

Serious or chronic conditions and acute or minor illnesses
Continuity of care was described differently and had more importance to participants when they were 
seeking care for complex, serious or long-term problems. Participants were more amenable to seeing a 
locum doctor for minor and acute illnesses that were unlikely to require follow-up. There was concern 
that a lack of relational and management and information continuity could have a negative impact on 
patient outcomes for patients with serious or chronic conditions and a perception that the absence of 
continuity placed additional responsibility on the patient to be an accurate reporter of their history.

I do have a concern though and maybe even a fear that you don’t have the continuity. When you have 
a rare condition, the one thing you want is continuity or faith in somebody understands the neurological 
condition that you have, in my case. And that continuity hasn’t been there. And it worries me when I see 
a locum, they only … they can only look at the records and sometimes they’re not as up-to-date as the 
last time you went to see the consultant. So it concerns me that you’ve got to spend time going over stuff 
that, you know, you expect an experienced doctor or a regular doctor that you see, if they’re not available, 
then you’ve got to go over stuff. And sometimes you forget, oh, I should have mentioned this, should have 
mentioned that, which is relevant. And it’s a fear really and a concern that there isn’t … because you’ll 
never see the same locum again. And they’re not accountable, they come and they go.

Focus Group A, R5
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I think for some patients, especially patients with a background of dementia, or patients who are acutely 
delirious, I think it can be quite confusing when you get a different doctor day upon day, and even from 
the simple tasks like doing a cognitive score, one of the questions is, do you know what my job is? And 
a patient is more likely to give an accurate answer if they’ve seen you for the last two days already, as 
compared to if it’s the first time you’ve walked in the room.

Interview 23, Locum Secondary Care

Participants with long-term or mental health conditions described the importance of continuity of care 
and having trusting and knowing relationships with their doctor and the implications for their care when 
this relationship was absent. These participants reported delaying seeking non-urgent care when their 
regular GP was not available. Participants who avoided making appointments with doctors they did not 
know or trust were concerned that locums would not know their history and this could have negative 
implications for their care.

Unless it was a real, real emergency, I’d wait till my regular GP was in … I just had to wait ’til he’d come 
back off sabbatical, I think that’s what they said, they said he’s on a sabbatical and he won’t be back for 
four to six weeks … until I knew my doctors were back, I wouldn’t make an appointment.

Interview 74, patient

Whenever I try and make an appointment, they do say that you can be seen by a different GP, but I insist 
I’d rather be seen by my regular GP, who’s aware of my treatment, who’s aware of my plans. So I insist and 
I request that, otherwise I don’t want to be making an appointment … I don’t feel comfortable, or there’s 
trust issues …

Interview 95, Patient

Participants found it frustrating when they had to recount their detailed medical history to a locum 
doctor. Locums were regarded as particularly disadvantaged if they had no previous experience of a 
patient and their medical history and would need to read the notes before or during the consultation, 
which was frustrating for patients and gave the impression they were not being listened to.

I prefer to see a doctor who knows me because my medical history is complicated. And I think you haven’t 
got time to look at everything. You know, I’m diabetic, I’ve got fibromyalgia, I’ve got arthritis, I have sleep 
apnoea. All connected with each other but you’re not seen as a whole. And that’s upsetting … that’s my 
experience is that if they say a locum, I just think they’re not going to get the full picture, it’s easy to dismiss. 
Whereas when you see a regular doctor who knows your history, I feel at least I’m being listened to more.

Focus Group B, R1

A participant questioned the cost-effectiveness and efficiency of seeing a locum and having to explain 
their history compared with a shorter appointment with a familiar doctor.

If I go in and take up 40 minutes of a locum’s time trying to get my point across, telling him the answers 
to all these things he’s asking, how many patients could he have seen? Four patients. If I go and see my 
long-term regular doctor, we could probably get it done in ten to 15 maybe. I don’t know. I think there’s 
definitely … there’s an investigation or something needs to be looked at with regards to time management, 
patients seen and cost effectiveness.

Interview 76, patient

Participants described being happy to see a locum doctor for acute minor problems but were reluctant 
for complex, long-term or serious health conditions. This was, in part, because of time pressure as 
participants did not think the locum would know their medical history or have the time within the 
appointment to understand it. Others were concerned that the locum would not be there for any 
follow-up and had concerns about how the problem would be documented on the system.
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I’ve got no problem with being seen by a locum for a one-off first event. It’s when it’s an ongoing 
thing I’d much rather see my own GP … I think that locums are only ever able to scrape the surface 
and I think that’s a shame, and actually because of the nature of their appointments they don’t 
have time to find out enough. And therefore, I think that they should just be dealing with first visits 
or minor complaints. I don’t think they should be standing in for the GPs with people with serious 
health conditions.

Focus Group C, R2

One participant responded to the consensus that locums should consult on minor issues by questioning 
how this would impact on the locum’s learning and development.

Are they actually going to learn enough if they’re just doing repetitive simple things?
Focus Group C, R3

Communication and practice
Locum working was described as influencing how doctors communicated and practised, which could 
have positive or negative implications for patient care and outcomes. Defensive practice was described 
by patients, locums and participants who worked with locums. However, there were also positive 
outcomes for patients when they were treated by locums who were able to provide fresh insights and 
new perspectives.

Defensive communication and practice
Locums described having to approach their consultations differently when they worked as locums for 
a number of reasons; locums were aware that they could be perceived negatively; as a result, locums 
described having to work harder to establish trust with patients. Locums were also aware that they were 
more likely to be complained about by patients, which could have implications for their employment. 
These factors influenced consultations and communication and potentially patient care and outcomes 
with some locums describing practising defensively in order to avoid patient complaints.

It’s like being an actress sometimes doing our job, you know, you have to put it all on in some ways … I 
think when I’ve been a long-term doctor, a long-term salaried GP, you can see that they trust you from 
the outset because you’ve helped them before I think and it all went well. I think so. So yeah, you probably 
have to try that bit harder as a locum, you know, you have to give them some eye contact and listen 
to them while you’re looking in their eyes, that kind of thing, to build up some kind of idea that you are 
genuinely interested in their problem.

Interview 90, Locum GP

Being risk-averse and practising defensive medicine usually means more tests, more referrals, 
whereas holding risk tends to be disadvantageous for you as a locum because what’s the benefit to 
you of not doing that. You’re benefiting the system by rationing resource, the patient won’t thank 
you, and again as a locum, you don’t need to have the patients coming out singing your praises, but it 
certainly helps.

Interview 35, Locum GP

And the irritation of partners is that a locum refuses to do this, they over-refer, they make sure that 
they’ve covered all the options so that nobody can come back to them and say, you didn’t do this right. 
And the errors will happen.

Interview 38, Locum Primary and Secondary Care

I often wonder with particularly with junior locums whether they’ve got the confidence to make a decision 
or whether they just go out the room and have a word with the senior GP or what have you.

Focus Group C, R4
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Organisational freedom and constraint
Some participants perceived locum practice as being less constrained by the organisation in comparison 
to permanent doctors. This autonomy had a number of benefits for participants, including locum GPs 
being able to spend more time with patients and/or order medications and referrals that other doctors in 
the organisation may not have ordered because of financial constraints for example.

So that doctor, through that line of questioning and not having any sort of prior history … may have, you 
know, had a chance to look at my notes beforehand, ordered the right tests and didn’t feel constrained in 
that practice about what tests that they could order. And someone subsequently … because when you get 
referred to hospital, the consultant said that that doctor was very much on the ball. And, of course, that’s 
a change to lifelong medication. And literally within a month of the medication kicking in, it transformed 
my life.

Focus Group A, R1

I was in A&E for a good six hours and they said right, we’re going to send you home in care of the GP. 
Which is a fair comment but I still couldn’t see, my blood sugar was still raising in the thirties. And lo and 
behold who walks in but this locum who introduces himself to me that I’ve spoken to on the phone. And 
said, what they doing? I said, well nothing, they’re going to send me home and refer me to you. He said, 
well we’re going nowhere. Either they give you a dose of insulin or they give you a litre of fluids to try and 
flush out your sugar. Now that … I was just blown out of this world, that one the guy had turned up and 
number two he was going to over-rule the A&E. So, yes, that is a positive side to it.

Focus Group C, R1

While some participants described a lack of organisational constraint, some participants reported how 
organisational controls and a lack of autonomy meant that they felt disempowered to make decisions. 
One locum described how their decisions were checked by another GP, which compromised their 
professional integrity and contributed to negative patient perceptions.

There’s a huge variation. Some practices will review every single referral decision you take before they 
allow you to send a referral through. So after my clinic I literally go and sit in with the GP and explain 
every case that I want to send the referrals to, and which referral and why. If they say no, I have to then 
go back to the patient and try and explain that; then the patient says something, and then I go back to 
the partner; then I go back to the patient. Which is really, really very soul destroying for you because the 
patient’s like, somebody else is making the decisions, so who are you, you know; so there is no kind of 
value for you there.

Interview 83, Locum GP

New perspectives
Participants spoke about how locums had provided a fresh perspective on their condition that their 
regular GP may not have considered. Locums not having preconceived ideas about a patient or knowing 
their history may be an advantage for some patients, as the locum may not be building on a previous 
treatment plan, but instead coming to the problem with a fresh perspective and considering something 
new. In this sense, a lack of continuity was a positive.

In my case, continuity was damaging because there’s kind of an assumption that if you know the person 
and you know the personality, then when they come in with certain issues, you dismiss it because, well, 
it’s just them isn’t it, I know what they’re like, they’ll exaggerate slightly, they’ll do this. And actually 
sometimes seeing a locum or somebody who doesn’t know you makes them just look at the medical 
stuff, just look at the factual stuff. And in my instance, that was life-changing. You know, that was 
literally life-changing because I got somebody who didn’t dismiss it, who didn’t sort of go, well, it’s just 
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him and his problem he comes to the GP practice regularly, you know. So I think we can invest too much 
in this kind of … version of, you know, see the same GP for all your life and everything’s magically okay. 
It really isn’t.

Focus Group B, R2

I have benefited from some locum doctors in the past because they’ve brought a fresh pair of eyes and 
perspective on it … So, it’s not always a bad thing having a different person in front of you …. there has 
been that element of they brought something fresh to the table to look at or they’ve been aware of a 
different way of treating something to what your GP previously said. But then there’s the follow-up session 
again because then you’re back to that, you’re not going to see them again. It’s mainly the inconsistency 
that gives you the uncertainty.

Focus Group E, R1

Discussion

This is the first study of its kind to explore patient perceptions and experiences of receiving care from 
locum doctors. Generally, participants regarded the standard of care given by locums to be equivalent to 
permanent doctors and the new perspectives offered by locums as beneficial. However, some perceived 
locums to be inferior in comparison to permanent doctors and the temporary nature of their roles as 
negatively impacting care, particularly when continuity was considered important.

While patients experienced variability in practice between different doctors, regardless of whether the 
doctor worked as a locum, it was reported that patient care and patient outcomes could be different 
when they were seen by a locum. Locum working impacted patient consultations, relationships 
and communication in a number of ways. Locums described practising defensively, approaching 
consultations differently and working harder to build trust with patients; however, good bedside manner 
does not necessarily equate to good patient care. Overtreatment and inefficiency place additional 
demands on the NHS.109 Our research has found that locum doctors were likely to prescribe antibiotics, 
for example. It may be that for locums action was better than inaction when it came to building trust 
with patients. Patients also described defensive practice and experiences of doctors who they perceived 
as not fully functional due to their temporary and peripheral involvement in the organisation and their 
care. Unfamiliarity with patients as well as the organisation and its policies and procedures meant that 
locums could have a partial knowledge of a patient’s care and history and how best to proceed.

Differences in clinical decision-making reported by locums in this study and elsewhere110 and evidence 
indicating that continuity results in better outcomes for patient’s99 raise the question as to whether 
patients should know when care will be provided by a locum. There was a perception among some 
participants that patients did not need to know when their doctor was a locum because the standards 
of safety, patient care and governance processes should be the same regardless of the doctor’s contract. 
However, we know from this and earlier research15,111 that systems of governance and standards 
of safety were not applied in the same way across permanent and temporary staff. Knowledge and 
application of NHS England guidance were limited, and participants reported that typically only 
mandatory and essential governance processes were followed. Without the obligation to apply 
standards of governance when locums are employed, variation is likely to continue.

Doctors reported that they communicated and practised differently and more defensively when they 
worked as locums. The precarious nature of locum work15 could mean that locums were vulnerable, 
which could have implications for how doctors behaved and communicated with patients. Clinical 
decision-making was described as changing when doctors worked as locums, which could have both 
positive and negative implications for patients. Some patients benefitted from having consultations with 



84

NIHR Journals Library www.journalslibrary.nihr.ac.uk

PATIENT PERCEPTIONS AND EXPERIENCES OF LOCUM DOCTOR CARE

locums where new insights led to diagnosis that improved quality of life. The benefit of having a partial 
knowledge of organisational procedures meant that locums were free from organisational constraints 
and their lack of patient and organisational knowledge could bring fresh perspectives.

Locums are qualified and trained doctors but were sometimes perceived to be less experienced, less 
capable, unable to find permanent work and less committed than permanent doctors. This lack of 
trust meant some participants in our study avoided seeing locums or delayed accessing care when 
their regular doctor was unavailable. A lack of trust from the outset can result in negative perceptions 
of continuity of care, poorer outcomes for the patient and could result in increased complaints.112 A 
meta-summary of patient experiences when seeing multiple clinicians found that patients experience 
continuity as security and confidence rather than seamlessness.113 We found that locums were 
sometimes perceived as overly cautious or lacking in confidence, which could weaken the notion of 
continuity and result in less satisfying outcomes for patients.

A general lack of relational and management and information continuity in general practice was a 
concern and it was felt that the temporary nature of locum work may cause additional inconsistency in 
record keeping and information transfer. Patients were concerned that the communication processes 
and the systems for recording and accessing of patient notes were not sufficiently robust when locums 
were working in unfamiliar environments with unfamiliar patients. We know that when information 
transfer and technology for accessing health records are insufficient, patient outcomes are negatively 
affected and patient confidence in professionals is reduced.114,115

Unprecedented demand and changes in modern-day general practice70 have meant improving patient 
access to GP appointments has been a primary focus.116 However, international evidence in support 
of continuity of care has been published over decades and confirms continuity of care as a significant 
factor for improving patient outcomes.117,118 Continuity of care was valued by some patients in our study, 
and we found, as others have, that the importance of continuity to patients depended on the severity of 
the issue or condition. Patients preferred to see their regular GP when discussing serious or long-term 
health conditions, as repeating information about their condition risked important information being 
omitted and relied on patient memory and health literacy.119 If continuity of care is reduced, it may be 
that patients and their carers have a more complete picture of their history than the doctors involved in 
their care. Previous research has shown that patients want to be actively involved in the communication, 
monitoring and self-management of their care and that an active involvement in information transfer 
can ensure a sense of continuity.113 In developed healthcare systems, there has been a move towards 
a patient partnership model, where patients are seen as central to their care and the decisions to be 
made.120,121 Patient involvement in their care and participation in decision-making is an important 
feature in what patients feel encompasses continuity of care.122,123 We found that patients want their 
role and ideas to be acknowledged, they want to be heard and have their views listened to. They want 
the opportunity to provide relevant history of their conditions without having to repeat information to 
different doctors. One set of tools that might help patients in their interactions with different clinicians 
are patient-completed checklists which provide useful prompts for patients and support effective 
conversation between patient and clinician.124 However, this approach is likely to rely on a certain 
amount of health literacy and may exacerbate health inequalities.

Our findings suggest that locum working and the ways in which locums are perceived can have 
implications for patient experience. Locums enable access and service delivery at a time of workforce 
shortages and can provide new ideas and fresh perspectives, which should be recognised and 
welcomed. While access to care is important, efforts could be made to identify when and how continuity 
can be provided for patients who might benefit most, such as those with serious or chronic conditions. 
Defensive practice was described as a consequence of negative perceptions, undermined trust and 
precarious contracts. Consideration should be given to how to improve the perception of locums and 
how they could be better supported by when things go wrong.
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Strengths and limitations

This is the largest qualitative study to explore locum working and quality and safety and the first study 
of its kind to explore patient perceptions and experiences of receiving care from locums. However, it is 
not without limitations. It is possible that our sample may have been skewed towards patients who had 
negative perceptions and experiences of locums, although patient perspectives were generally positive. 
We found that patients with long-term and serious conditions were more likely to want continuity of 
care; however, we did not sample for patients with long-term conditions, meaning we may not have 
captured the views of patients who were most impacted by locum working. Also, some questions were 
related to participants’ previous experiences, for which they needed to recall past situations. As a result, 
bias may have been introduced due to the unreliability of memory.
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Chapter 9 Consultation patterns and 
differences in the clinical practice and 
performance of locum and permanent doctors 
in primary care in the United Kingdom

Aims

In this chapter, we use the CPRD to quantify and compare general practice consultation rates by locum 
GPs and permanent GPs, for all participating practices in the UK from April 2010 to March 2022. 
Moreover, we describe the variation of locum use over time and by geography. In more detailed analyses 
of patient-level data, we evaluate the association between locum consultation rates and important 
quality and safety outcomes while controlling for available patient and general practice characteristics.

Methods

Data
Clinical Practice Research Databank GOLD is a large, computerised database of anonymised primary 
care medical records. It contains complete electronic health records (EHRs) for over 14 million patients 
in general practices using the Vision system, with the healthcare events (diagnoses, treatments, referrals, 
tests and prescriptions) recorded using coding systems.125 The database is broadly representative of 
the UK population, although larger practices are over-represented and the data have been shown in 
numerous validation studies to be generally of high quality.126,127 Practices need to meet pre-specified 
data entry quality criteria to be defined as ‘up to research standard’, and for each study year, our main 
sample included all CPRD practices that were classed as such for the whole year in all UK countries.

We also obtained CPRD-linked HES data. The national HES data contain details of all admissions to 
NHS hospitals in England, including information on deaths in hospital.49 Area deprivation, as measured 
by the latest update of the IMD (i.e. 2015), was available at the 2011 LSOA level. The IMD measures 
deprivation at area level based on domains, such as income, employment, health, housing and general 
environment and is the most complete and widely used approach to quantify relative deprivation and 
affluence for small areas in England. The IMD is assigned to every small area in England and ranks them 
from 1 (most deprived) to 32,844 (least deprived).39

Linkage of CPRD GOLD data to the HES and IMD databases is available for those individual patients 
who are registered at practices in England and who have consented to data linkage. Our cohort was 
eligible for linkage to HES and IMD, and we provided pseudonymised patient identifiers to CPRD 
so that linkage could be performed. CPRD used a deterministic linkage algorithm to perform linkage 
between data sets on behalf of the research team. The algorithm was based on a patient’s exact NHS 
identification number, sex, date of birth and residential postcode and linked data were subsequently 
provided to the research team.

Analyses

Study design: retrospective cohort
Stata v17 was used for the principal data cleaning, management and analyses and an α level of 1% was 
used throughout.128 However, statistical significance is not very informative in analyses of data sets of 
this size and we focus on the clinical significance of the effect sizes rather than p-values.128
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We conducted a retrospective cohort study of GP consultations of non-temporary patients at 914 
general practices in the whole UK, between 1 April 2010 and 31 March 2022. After initial assessment 
and comparisons of patterns of locum work in the two databases available from CPRD (CPRD GOLD 
and CPRD Aurum), we identified that in CPRD GOLD locum GPs are captured more accurately. Previous 
estimates110 suggest that the proportion of consultations accounted for by locums is more similar to the 
proportion of care that we identified in CPRD GOLD than CPRD Aurum. This may be attributed to the 
relatively new nature of CPRD Aurum and the use of a different clinical information system (i.e. EMIS) 
for practices that participate in CPRD Aurum. More details on the differences between CPRD GOLD and 
CPRD Aurum are provided in Appendix 7, Table 28.

We used two sets of analyses of consultation data from 1 April 2010 until 31 March 2022, in annual 
bins of financial years (1) for all UK countries, including England, Scotland, Wales and Northern Ireland 
(practice-level analyses), and (2) only for England for the second set of analyses (patient-level analyses). 
Although the database is representative of the UK in terms of age, gender and deprivation, it is only 
broadly geographically representative since it collects data from practices using the Vision clinical 
system, and clinical system usage is geographically clustered in the UK.129 Consultation information was 
aggregated within each financial year, for each active patient (registered for at least 1 day during the 
respective year). Patients who had a recorded year of death before the beginning of the period of study 
were excluded from the analyses. Moreover, patients who had a consultation following their date of 
death as recorded within CPRD and patients whose record was accessed for administrative purposes 
were excluded from the analyses. Some well-established measures of prescribing safety were included 
based on validated indicators aimed at reducing rates of hazardous prescribing.130

Practice-level analyses
For the first set of analyses, we identified and grouped consultations based on the variable ‘consultation 
type’ that were completed by GPs, including locum GPs, identified by the ‘staff role’ variable across all 
CPRD participating practices between 1 April 2010 and 31 March 2022. The complete list of codes 
used to identify GPs and consultations in CPRD GOLD is provided in Appendix 7, Tables 29 and 30, 
respectively. We aggregated consultation-level information into three consultation types by all GPs and 
GP locums, at the general practice level for the period 2010–21 (Appendix 7, Table 31). The consultation 
types were (1) all consultation types; (2) face-to-face consultations; and (3) telephone and online 
consultations. We also describe consultations by day of the week for locums and permanent GPs. We 
conducted additional data quality checks to identify the consistency of the appearance of locum staff 
role codes in the data across all practices and all years in Appendix 7, Table 32.

In CPRD GOLD, a large number of practices did not participate in every year of our analyses, and 
particularly the sample of English practices in CPRD GOLD reduced substantially over time (Table 19 
and Appendix 7, Table 33). To evaluate the effects of changes in the composition of the database due to 
fewer practices from England participating in GOLD over time, we conducted sensitivity analyses with 
only those practices that contributed data across the entire study period from all UK countries. Due 
to the very low number in emergency, out-of-hours and home visit types of consultations, and the low 
reliability of data for these types of consultations, we decided to exclude them from the analyses.

Patient-level analyses
For the second set of analyses, we conducted analyses of all CPRD GOLD GP consultations of non-
temporary patients at 407 general practices in England between 1 April 2010 and 31 March 2022. 
We restricted our sample to include only practices in England, as data on the IMD as well as some key 
patient outcome, such as emergency admissions and A&E visits, were only available for patients located 
in England. Within each financial year, we randomly selected one consultation for each patient, and 
aligned all the outcomes and covariates to that specific event date for the patient. This allowed us to 
give equal weights to patients and limit the potential for confounding introduced by patients with very 
poor health who may be visiting numerous times within a year. Our exposure was a binary variable 
indicating whether the consultation was by a permanent GP or a GP locum. We were able to identify 
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TABLE 19 Consultations by locums and other GP types, by consultation type and by year

All consultations F2F consultations Telephone and online consultations

Total patients Total practicesYear GPs Locum GPs Locum GPs Locum

2010 20,500,102 2,159,880 18,732,124 2,031,389 1,773,391 128,721 4,184,690 870

2011 20,742,566 2,292,757 18,848,827 2,148,948 1,899,022 144,025 4,241,700 876

2012 21,178,931 2,369,278 19,080,750 2,201,442 2,102,590 168,024 4,245,588 854

2013 20,651,224 2,241,345 18,436,232 2,061,195 2,219,187 180,292 4,127,214 836

2014 19,136,449 2,154,292 16,964,052 1,969,834 2,176,674 184,698 3,836,633 789

2015 16,578,552 1,917,670 14,682,494 1,757,568 1,900,072 160,299 3,392,982 716

2016 14,374,307 1,665,777 12,769,293 1,546,654 1,607,684 119,227 2,895,826 621

2017 12,798,872 1,482,806 11,391,487 1,377,101 1,409,998 105,760 2,603,629 559

2018 11,891,748 1,407,405 10,619,499 1,310,867 1,273,273 96,605 2,443,610 524

2019 10,986,944 1,311,192 9,719,650 1,214,468 1,268,258 96,822 2,290,261 500

2020 8,931,093 1,002,210 5,910,979 676,680 3,024,265 326,557 1,789,703 461

2021 6,498,899 756,969 4,421,649 527,265 2,078,320 230,096 1,551,491 422
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permanent GPs and GP locums through the staff role field which is available for every consultation. The 
exposure was aligned to patient outcomes using a unique consultation ID.

In terms of the model covariates, we used Read codes to identify the presence of comorbidities by 
using relevant keywords and codes, across all clinical diagnoses, medication prescribed, vaccination 
history, diagnostic testing and clinical referrals for each patient in 2010, which was our baseline year. 
This approach was used to define the validated Cambridge Multimorbidity Score131 for each patient 
in our cohort. This score includes numerous conditions to calculate an index with the application of 
appropriate weights for each condition (cancer, dementia, chronic obstructive pulmonary disease, 
alcohol problems, epilepsy, painful condition, constipation, heart failure, psychosis/bipolar disorder, 
anxiety/depression, diabetes, atrial fibrillation, stroke and trans-ischaemic attack, chronic kidney disease, 
coronary heart disease, connective tissue disorders, hypertension, irritable bowel syndrome, hearing 
loss, asthma).

Additional information on patient age, gender, years registered with the practice, practice list size, 
patient urban/rural location and region was obtained. We employed multilevel mixed-effects logistic 
regression models to quantify the association between the exposure of interest (locum/permanent GP) 
and the outcomes of interest, controlling for all available covariates. Analyses were conducted at the 
patient level, accounting for the nested structure of the data: patients within general practices, within 
regions. We included random effects for practices and fixed effects for regions. We also described all 
outcomes and key covariates of interest at the patient-level over time.

Outcome measures for patient-level analyses

Practice revisit within 7 days
Our primary outcome was general practice revisit within 7 days of a consultation event with a 
permanent or locum GP. We identified consultation events within CPRD for each patient in each year, 
and we calculated the time in days between two consecutive consultation events. We generated a 
binary variable indicating whether the patient had a follow-up consultation within 7 days.

Antibiotic prescriptions
Antibiotic prescriptions were classified using the British National Formulary (BNF) sections. We 
identified all consultation events with an antibiotic prescription completed by a locum or permanent GP 
and created a binary variable indicating whether an antibiotic was prescribed during the consultation.

Opioid prescriptions
Opioid prescriptions were classified using the BNF sections. We identified all consultation events with 
an opioid prescription completed by a locum or permanent GP and created a binary variable indicating 
whether an opioid was prescribed during the consultation. More details on the specific drugs used to 
classify opioids are provided in Appendix 7 (see Table 34).

Hypnotics prescriptions
Opioid prescriptions were classified using the BNF sections. Benzodiazepines and z-drugs were used in 
the analyses. We identified all consultation events with a hypnotic prescription completed by a locum 
or permanent GP and created a binary variable indicating whether a hypnotic was prescribed during the 
consultation. More details on the specific drugs used to classify hypnotics are provided in Appendix 7 
(see Table 34).

Accident and emergency visits
Accident and emergency visits were measured using the HES A&E data. We identified all A&E visits 
within 7 days of a consultation event completed by a locum or permanent GP and created binary 
variables indicating whether an A&E visit was recorded on the same day or within 1–7 days of the 
consultation event.
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Emergency admissions
Emergency admissions were identified in HES Admitted Patient Care by selecting codes relevant to 
emergency admissions. We identified all emergency admissions within 7 days of a consultation event 
completed by a locum or permanent GP and created binary variables indicating whether an emergency 
admission was recorded on the same day or within 1–7 days of the consultation event. More details on 
the classification of emergency admissions are provided in Appendix 7 (see Table 34).

Ambulatory Care Sensitive Conditions admissions
Classification of Ambulatory Care Sensitive Condition (ACSC) hospital admissions for the study used 
the International Classification of Diseases, 10th edition (ICD-10) and included all hospital admissions 
with primary diagnosis related to one of the nine ACSCs that are incentivised in the UK’s QOF. The 
nine QOF incentivised conditions included: asthma, coronary heart disease, chronic obstructive 
pulmonary disease, diabetes epilepsy, heart failure, hypertension and stroke. We identified all ACSC 
admissions following a consultation event completed by a locum or permanent GP and created 
binary variables indicating whether an ACSC was recorded on the same day or within 1–7 days of 
the consultation.

Tests
We identified all consultation events with a test ordered by a locum or permanent GP and created a 
binary variable indicating whether a test was ordered during the consultation event.

Referrals
We identified all consultation events with a referral of any type completed by a locum or 
permanent GP and created a binary variable indicating whether a referral was ordered during the 
consultation event.

Prescribing safety indicators
We adapted 10 indicators of prescribing safety developed for PINCER, a pharmacist-led intervention 
to improve prescribing safety by identifying patients at risk of potentially hazardous prescribing 
events.132,133 These indicators are associated with potentially harmful outcomes such as gastrointestinal 
(GI) bleeding, asthma, heart failure and stroke.

Results

Practice-level analyses
The number of practices across all UK countries who participated in CPRD GOLD varied from 870 in 
2010, to 716 in 2015, to 422 in 2021. Over time, data were available for 914 distinct general practices 
in the UK, of which 511 practices were located in England and its regions, 234 practices were located 
in Scotland, 127 were located in Wales and 42 were located in Northern Ireland. Of these, only 381 
practices contributed data throughout the whole of the study period, of which only 42 were located 
in England and these are reported in Table 33. Our final cohort consisted of 8,133,324 patients with 
184,269,687 recorded consultations.

We provide descriptive statistics for the different types of consultations by type of GP (permanent 
or locum) and over time in Table 20. We calculated the proportion of consultations done by locums 
in 2019, as a proportion of all consultations done by all GPs, in every practice in every year and 
provide descriptive statistics in Table 21. Our reference year was 2019, as that was the year before 
the onset of the COVID-19 pandemic which brought substantial disruptions in the delivery of 
NHS services and is generally considered a period of instability within the NHS. This process 
was followed for all types of consultations. Descriptive statistics for the different consultation 
types using only practices that contributed data throughout the period of study are provided in 
Appendix 7 (see Table 35).
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TABLE 20 Locum consultations as a proportion of GP consultations in 2019, by type – practice-level data

Percentiles (%) All locum consultations (%) F2F locum consultations (%)
Telephone and online locum 
consultations (%)

5 0 0 0

25 1.3 1.3 0

50 6.7 7 1.7

75 17.7 18.4 15

95 56.6 58.3 98.6

Mean (SD) 13.8 (19.1) 14.3 (19.5) 15.1 (27.3)

Our practice-level analyses were descriptive and violin plots to depict the variation in the 
proportion of all, face-to-face (F2F) and telephone/online locum consultations over time are 
presented in Figures 14–16. Violin plots can be interpreted as box plots (including the median as 
a marker and a box indicating the IQR), overlaid with the density of the distribution for enhanced 
visualisation. The median rate of locum consultations as a proportion of all GP consultations varied 
from 5.5% in 2010 to 6.7% in 2021. For F2F consultations, the median rate varied from 5.9% in 
2010 to 6% in 2021. Variation was more pronounced for telephone consultations, where the median 
rate varied from 0.7% in 2010 to 6.6% in 2021. The results from the sensitivity analyses using only 
practices that contributed to CPRD throughout the study period are provided in Appendix 7 (see 
Figures 44–46).

Regional variation in all, F2F, and telephone/online locum consultations aggregated for the period 
2010–21 for all UK countries as well as the English regions is depicted in Figures 17–19. Practices in 
Wales, Scotland and the South West of England had the largest proportion of care provided by locums 
and practices in the Midlands, East of England and the North East had the lowest. These findings were 
similar for F2F consultations but for telephone consultations, practices in the Northern Ireland, Wales 
and Scotland had by far the largest proportion of care provided by locums. The regional variation results 
from the sensitivity analysis using only practices that contributed data throughout the period of study 
are presented in Appendix 7 (see Figures 47–49).

In Figure 20, we show the total number of consultations completed by all GPs and locums by day of 
week aggregated over 2010–21, and in Figure 21, we show the mean proportion of locum consultations 
by day of week, over 2010–21. Locum GPs appeared to do more work during the week where they 
provided on average 15% of total care. The proportion of care provided by locums during the weekend 
was 14%. The results from the sensitivity analysis using only practices that contributed data throughout 
the period of study are presented in Appendix 7 (see Figures 50 and 51).

Patient-level analyses
The number of practices in England participating in CPRD GOLD varied from 487 in 2010, to 228 in 
2015, to 42 in 2021. Of these, only 42 practices contributed data throughout the whole of the study 
period. Our final cohort consisted of 3,591,367 patients with 13,696,455 recorded consultations 
between 407 practices across all years. For the second set of models, our cohort consisted of 547,146 
patients with 7,623,205 recorded consultations, which varied by indicator and included patients 
from 407 practices across all years. We provide descriptive statistics for the outcome and some 
important practice and patient characteristics in Table 22. In Table 23, we summarise the numerators 
and denominators that allowed us to calculate the proportion of consultations that were exposed to 
potentially hazardous prescribing for each indicator. The numerator is the number of consultations that 
were exposed to each type of potentially hazardous prescribing, and the denominator is the number of 
consultations of patients at risk of exposure to the hazardous prescribing indicator.
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TABLE 21 Descriptive statistics on patient outcomes and patient and practice characteristics, 2010–1 to 2021–2

Number of patients at risk (%)
(N = 13,696,455 consultation events)

Permanent GPs Locums

Practice revisits within 7 days 1,008,934
(8.18)

94,204
(6.89)

Antibiotic prescriptions 1,114,621
(9.04)

144,724
(10.58)

Strong opioid prescriptions 278,819
(2.26)

31,535
(2.31)

Hypnotics prescription 105,928
(0.86)

10,488
(0.77)

Same day emergency admissions 20,048
(0.16)

2120
(0.16)

Same day A&E visits 37,861
(0.31)

4723
(0.35)

Same day ACSC admissions 19,084
(0.15)

2,030
(0.15)

Emergency admissions within 1–7 days 18,217
(0.15)

1929
(0.14)

A&E visits within 1–7 days 48,545
(0.39)

6132
(0.45)

ACSC admissions within 1–7 days 18,876
(0.15)

1989
(0.15)

Referrals 534,873
(4.34)

53,758
(3.93)

Tests 395,795
(3.21)

37,770
(2.76)

Means and SDs for patient and practice characteristics  
(N = 13,696,455 consultation events)

Patient characteristics

 Cambridge multimorbidity score 0.46 (0.89) 0.37 (0.79)

 Age 46 (23.7) 42 (23.1)

 Female 0.55 (0.50) 0.56 (0.50)

 Years registered with the practice 16.4 (13.5) 14.8 (12.6)

 Deprivation quintile 2.79 (1.4) 2.97 (1.41)

Practice characteristics

 Rurality 1.16 (0.37) 1.13 (0.33)

 List size 7020 (3493) 6712 (3604)

Clinical practice analyses
In the first set of models investigating various clinical practice indicators, we randomly selected one 
consultation event for each patient within each financial year, aligning all the patient outcomes and 
covariates to that specific event date. This allowed us to give equal weights to patients and limited 
the potential for confounding introduced by higher-need patients who may be visiting numerous 
times within a year. Our exposure was a binary variable indicating whether the consultation was by 
a permanent GP or a locum GP. We were able to identify permanent GPs and locum GP through the 
staff role field which is available for every consultation. This approach was used for practice revisits; 
prescribing of antibiotics, strong opioids and hypnotics; tests and referrals; and hospital outcomes.
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FIGURE 14 All locum consultations as a proportion of all GP consultations.

60

50

40

30

20

10

0

2010 2011 2012 2013 2014 2015 2016 2017

F2F consultations by locums

%
 o

f c
o

n
su

lt
at

io
n

s

2018 2019 2020 2021

FIGURE 15 Locum F2F consultations as a proportion of all GP F2F consultations.
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FIGURE 17 Regional variation in the proportion of locum consultations in 2010–21.
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Prescribing safety analyses
In the second set of models investigating the PINCER prescribing safety indicators, for each indicator, 
we identified all consultation events with patients who could be exposed to potentially hazardous 
prescribing, because of a specific diagnosis or prescription on the day of the consultation (i.e. index 
event). These events were split into consultations by locum or permanent GPs. Second, for each index 
consultation event, we looked at consultation events during a pre-specified time window (which 
varied across indicators; Appendix 7, Table 36) leading up to the index event, to identify pre-existing 
prescriptions or conditions that would trigger a potentially hazardous prescribing outcome when 
combined with the index event. For each index consultation event, a binary variable indicated whether 
potentially hazardous prescribing was triggered. This allowed us to operationalise rates of potentially 
hazardous prescribing events for both locum and permanent GPs. Our exposure was again a binary 
variable indicating whether the consultation involved a permanent GP or a locum GP and we aligned 
patient covariates to the index consultation event using unique patient IDs.

For example, for indicator A we identified consultations for patients who were over 65 years, at which 
they were prescribed a NSAID. We then identified those patients who were not also prescribed the 
recommended proton-pump inhibitor (PPI) or H2 receptor antagonist at the consultation or in the 
preceding 3 months. The operational definitions for the PINCER prescribing safety indicators are 
provided in Appendix 7, Table 36.

Our regression models in Table 23 show that a consultation with a locum was 12% less likely to lead 
to a practice revisit within 7 days [odds ratio (OR) = 0.88, 95% CI 0.87 to 0.88]. A consultation with a 
locum was 22% more likely to involve a prescription for an antibiotic (OR = 1.22, 95% CI 1.21 to 1.22), 
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FIGURE 18 Regional variation in the proportion of F2F locum consultations in 2010–21.
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FIGURE 19 Regional variation in the proportion of telephone and online locum consultations in 2010–21.
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TABLE 22 Descriptive statistics on potentially hazardous prescribing indicators, 2010–11 to 2021–22

Number of 
consultations at 
risk for potentially 
hazardous  
prescribing
(N = 7,623,305 
consultation events)

NP
Exposed to potentially 
hazardous prescribing, 
Permanent GP 
Numerator
(% of denominator)

DP
At risk of potentially 
hazardous 
prescribing,
Permanent GP 
Denominator

NL
Exposed to potentially 
hazardous prescribing,
Locum GP
Numerator
(% of denominator)

DL
At risk of 
potentially 
hazardous 
prescribing,
Locum GP
Denominator

Potential harm: GI bleed

Prescription of an 
oral non-steroidal 
anti-inflammatory 
drug (NSAID), without 
co-prescription of an 
ulcer-healing drug, to 
a patient aged ≥ 65 
years (Indicator A)
(N = 454,929)

237,867 (56.5) 420,760 19,926 (58.3) 34,169

Prescription of an 
oral NSAID, without 
co-prescription of an 
ulcer-healing drug, to a 
patient with a history 
of peptic ulceration 
(Indicator B)
(N = 2907)

1376 (52.6) 2617 171 (59) 290

Prescription of an anti-
platelet drug without 
co-prescription of an 
ulcer-healing drug, to a 
patient with a history 
of peptic ulceration 
(Indicator C)
(N = 3537)

765 (23.1) 3309 57 (27.4) 228
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Number of 
consultations at 
risk for potentially 
hazardous  
prescribing
(N = 7,623,305 
consultation events)

NP
Exposed to potentially 
hazardous prescribing, 
Permanent GP 
Numerator
(% of denominator)

DP
At risk of potentially 
hazardous 
prescribing,
Permanent GP 
Denominator

NL
Exposed to potentially 
hazardous prescribing,
Locum GP
Numerator
(% of denominator)

DL
At risk of 
potentially 
hazardous 
prescribing,
Locum GP
Denominator

Prescription of 
warfarin or direct oral 
anticoagulant (DOAC) 
in combination with an 
oral NSAID (Indicator D)
(N = 222,986)

4567 (2.2) 207,655 308 (2) 15,331

Prescription of 
warfarin or DOAC and 
an antiplatelet drug in 
combination without 
co-prescription of an 
ulcer-healing drug 
(Indicator E)
(N = 35,421)

15,856 (47.7) 33,260 976 (45.2) 2161

Prescription of aspirin 
in combination with 
another antiplatelet 
drug (without 
co-prescription of an 
ulcer-healing drug) 
(Indicator F)
(N = 265,499)

124,950 (50.2) 249,148 8328 (51) 16,351

Potential harm: Exacerbation of asthma

Prescription of a 
non-selective beta-
blocker to a patient 
with asthma  
(Indicator G)
(N = 163,368)

11,183 (7.4) 150,611 1165 (9.1) 12,757

Prescription of a 
long-acting beta-2 
agonist inhaler 
(excluding combina-
tion products with 
inhaled corticosteroid) 
to a patient with 
asthma who is not 
also prescribed an 
inhaled corticosteroid 
(Indicator H)
(N = 5,917,201)

50,239 (0.09) 5,407,846 3293 (0.06) 509,355

Potential harm: Heart failure

Prescription of an oral 
NSAID to a patient 
with heart failure 
(Indicator I)
(N = 551,110)

2610 (0.05) 551,110 195 (0.003) 551,110

Potential harm: Stroke

Prescription of 
antipsychotics for > 
6 weeks in a patient 
aged ≥ 65 years with 
dementia but not 
psychosis (Indicator J)
(N = 6347)

5601 (93.8) 5972 335 (89.3) 375

TABLE 22 Descriptive statistics on potentially hazardous prescribing indicators, 2010–11 to 2021–22 (continued)
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TABLE 23 Mixed-effects logistic regression for patient outcomes over time, ORs

Effects of locum consultations on patient outcomes

Practice revisits 0.88 (0.88 to 0.89), < 0.001 (0.003)

Antibiotic prescriptions 1.21 (1.21 to 1.22), < 0.001 (0.004)

Strong opioid prescriptions 1.08 (1.06 to 1.09), < 0.001 (0.007)

Hypnotic prescriptions 0.97 (0.95 to 0.99), < 0.002 (0.010)

Emergency admissions, same day 0.94 (0.89 to 1.02), < 0.127 (0.033)

Emergency admissions within 1–7 days 1.00 (0.96 to 1.06), < 0.854 (0.026)

A&E visits, same day 1.02 (0.98 to 1.07), < 0.331 (0.028)

A&E visits, within 1–7 days 1.05 (1.02 to 1.08), < 0.001 (0.015)

ACSC admissions, same day 1.00 (0.92 to 1.05), < 0.677 (0.033)

ACSC admissions, within 1–7 days 0.99 (0.94 to 1.04), < 0.890 (0.025)

Referrals 0.850 (0.84 to 0.86), < 0.001 (0.004)

Tests 0.80 (0.80 to 0.81), < 0.001 (0.005)

Effects of locum consultations on potentially hazardous prescribing indicators

Indicator A 1.12 (1.08 to 1.16), <0.001 (0.020)

Indicator B 1.44 (0.94 to 2.22), < 0.547 (0.331)

Indicator C 1.35 (0.72 to 2.54), < 0.349 (0.434)

Indicator D 0.77 (0.64 to 0.93), < 0.007 (0.074)

Indicator E 1.07 (0.79 to 1.44), < 0.675 (0.163)

Indicator F 0.99 (0.92 to 1.08), <0.852 (0.042)

Indicator G 0.99 (0.91 to 1.09), < 0.894 (0.047)

Indicator H 0.89 (0.85 to 0.93), < 0.001 (0.021)

Indicator I 0.96 (0.81 to 1.13), < 0.613 (0.081)

Indicator J 0.49 (0.19 to 1.23), < 0.128 (0.230)

Notes
95% CIs are in brackets; results are reported as IRRs followed by p-values and standard errors in brackets. Coefficients 
can be interpreted as proportionate changes, e.g. patients who were seen by a locum GP were 12% less likely to revisit 
the practice within 7 days compared with patients who were seen by a permanent GP.

8% more likely to involve a prescription for an opioid (OR = 1.08, 95% CI 1.06 to 1.09) and 4% less likely 
to involve a prescription for a hypnotic (OR = 0.96, 95% CI 0.94 to 0.98). In terms of hospital-related 
outcomes, a consultation with a locum was 4% more likely to be followed by an A&E visit on the same 
day (OR = 1.04, 95% CI 1.01 to 1.08) and 5% more likely to be followed by an A&E visit between the 1st 
and the 7th day (OR = 1.05, 95% CI 1.02 to 1.08), but there was no impact on emergency admissions or 
ACSC emergency admissions. Consultations with locums were also 15% less likely to involve a referral 
(OR = 0.85, 95% CI 0.84 to 0.86) and 19% less likely to involve a test being ordered (OR = 0.81, 95% CI 
0.80 to 0.82).

When comparing prescribing safety indicators for permanent and locum GPs, a consultation with 
a locum GP was 11.2% (OR = 1.12, 95% CI 1.08 to 1.16) more likely to involve the prescription of 
an oral NSAID, without co-prescription of an ulcer-healing drug, to a patient aged ≥ 65 years. But 
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a consultation with a locum GP was 22.8% (OR = 0.77, 95% CI 0.64 to 0.93) less likely to involve 
the prescription of warfarin or a direct oral anticoagulant in combination with an oral NSAID, and 
11.2% (OR = 0.89, 95% CI 0.85 to 0.93) less likely to involve the prescription of a long-acting beta-2 
antagonist inhaler to a patient with asthma who is not also prescribed an inhaled corticosteroid. We 
did not find any significant differences between permanent and locum GPs across all other prescribing 
safety indicators.

We plotted the effects and the CIs of locum consultations on performance outcomes in Figure 22 and on 
prescribing safety outcomes in Figure 23 which enable comparisons across outcomes.
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The full output from regressions in Table 23 is presented in Appendix 7, Tables 37 A-C and 38 A and B.  
We find that patients with increased multimorbidity had higher odds for a practice revisit within 
7 days (OR = 1.20, 95% CI 1.19 to 1.20), a same day emergency admission (OR = 1.35, 95% CI 1.36 to 
1.37), an emergency admission within 1–7 days (OR = 1.37, 95% CI 1.35 to 1.39). Patients with high 
multimorbidity also had higher odds of a same day A&E visit (OR = 1.19, 95% CI 1.17 to 1.20), an A&E 
visit within 1–7 days (OR = 1.19, 95% CI 1.18 to 1.20), a same day ACSC admission (OR = 1.34, 95% CI 
1.32 to 1.36) and an ACSC admission within 1–7 days (OR = 1.38, 95% CI 1.36 to 1.39). The odds of an 
increase in the outcome reduced with deprivation, with the largest difference for opioid prescriptions, 
hypnotic prescriptions and emergency admissions observed between the 4th and the 5th quintile of 
deprivation. As deprivation reduced, we also saw an increase in the likelihood of practice revisits, A&E 
visits, ACSC admissions and tests, with the largest differences observed between the 3rd and the 4th 
quintile. Higher odds for antibiotics and referrals were observed with increased deprivation.

In Appendix 7, Figure 52, we show the mean and 95% CIs for all non-hospital outcomes (practice 
revisits, antibiotic prescriptions, opioid prescriptions, hypnotic prescriptions, referrals and tests) at the 
practice level by locum and permanent GPs in 2010–21. Over time, we observed small variability for 
practice revisits, hypnotics, referrals and tests; however, in 2020 there were sharp increases for practice 
revisits and a sharp decline for referrals, hypnotics and tests. We also observed a steady decline in the 
prescription of antibiotics and opioids over time. Differences between locums and permanent GPs 
were present for most outcomes and most noticeable for practice revisits and antibiotic prescriptions. 
In Appendix 7, Figure 53, we show the mean and 95% CIs for all hospital outcomes at the practice level 
by GP type over 2010–21. Overall, the six outcomes followed a modest increase over the study period 
and the differences between locums and permanent GPs were minimal. We repeated the analyses of 
patient outcomes and prescribing safety indicators, excluding all consultations with GP retainers and GP 
registrars as their clinical practice and prescribing behaviour may differ from permanent GPs. Overall, 
the results from these analyses were very similar to our primary analyses.

Discussion

Summary
This study provides evidence on the extent of locum use in the UK primary care and evidence on the 
effects of locum working on patient outcomes for the period 2010–21. Our findings suggest that locum 
GPs provided around 10% of GP consultations (median = 6.7%, mean = 13.8%) and this figure remained 
relatively stable over time.

We observed moderate variability in the proportion of care provided by locum GPs across English 
regions and across the four UK countries. Locums appeared to do more consultations during weekdays 
compared with the weekend. In terms of the effects of GP consultations on patient outcomes, our 
primary outcome showed that patients were less likely to revisit their practice within 7 days following a 
consultation with a locum GP. For secondary outcomes, the largest effects were for antibiotics, referrals 
and tests, where locum GPs completed more antibiotic prescriptions, but completed fewer referrals and 
ordered fewer tests when compared with permanent GPs. On the PINCER prescribing safety indicators, 
again the results are mixed. On most indicators, there is no significant difference between locum and 
permanent GPs – and the differences we do observe on three indicators are not large and move in 
different directions. There certainly seems to be no basis to argue that locum GPs differ significantly 
from permanent GPs on these indicators.

Our findings provide useful insight on the extent of locum use in the UK primary care and have 
implications for the differences in the clinical practice and performance of locum doctors working in 
general practices in England.
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Strengths and limitations
This is the largest longitudinal study of locum consultation rates in UK primary care. However, there are 
important limitations. First, any study of this nature is limited by the reliability and accuracy of the data 
in the patient’s electronic record. We are confident about the reliability of the recorded patient contact 
data and patient characteristics. However, less is known about the accuracy of the information on type 
of consultation, as primary care staff may be inclined to record F2F as the default option. If so, our data 
will have overestimated F2F consultations.9 Second, we could not assess the recording of the staff role 
linked to each consultation. Practice managers may sometimes assign locum GPs a staff role value of 
a permanent GP. This may be more common with long-term locum GPs who tend to work in practices 
for prolonged periods. Third, CPRD collects data from practices using the Vision clinical information 
system and recording activity may differ for practices using other systems, although we would not 
expect that potential variation to affect our findings. Fourth, sex, age and years worked in practice are 
GP characteristics which are unavailable within CPRD, and we therefore could not control for these 
characteristics in our regression analyses. Fifth, our comparisons of the distribution of locum work 
during the week are limited by the complex working arrangements in general practice in the weekend. 
It may be that weekend work is the responsibility of a trust or consortium of GPs, which complicates 
comparisons of weekend working. Finally, CPRD GOLD is representative in terms of deprivation and 
population characteristics,125 collecting of data is available from a single clinical information system 
(Vision) and therefore contributing practices are not uniformly distributed across English regions, while 
its market share is in decline.129 Thus, generalisability to every English region could not be achieved.

Interpretation of findings
The unique contribution of this study is the investigation of distribution and trends in the delivery of 
consultations by GP locums and the differences in patient outcomes when care is delivered by locums 
and permanent GPs. Our finding that the amount of care provided by locum GPs has been relatively 
stable over time confirms the finding in our previous study using NHS Digital data.36 However, there are 
differences in the amount of care provided by locums between these two studies, which we attribute 
to CPRD measuring consultations and NHS Digital measuring FTE. We hypothesise that locums spend 
more of their time providing consultations than permanent GPs. Our qualitative work revealed that 
sometimes practice managers may record locums as permanent GPs, and some types of locum GPs, such 
as long-term locums, may be working long enough in a practice to be considered permanent members 
of staff. Therefore, the figure that we found in the analyses of NHS Digital data is likely underestimating 
the proportion of care provided by locum GPs.

In CPRD, recording is considered more accurate, as consultation events are central to how data are 
organised in the Vision computer system. However, in CPRD, it is not currently possible to identify a 
member of staff who has worked in multiple roles in a practice or in multiple roles across practices. It 
may be that salaried GPs are employed simultaneously as locum GPs in other practices and we would 
not be able to account for that as each member of staff has a staff ID which is unique to that practice. 
Despite these issues, our analyses can help with the understanding of the NHS workforce and can 
provide important information about the planning of the delivery of primary care services in the UK.

This work also provides evidence on differences in clinical practice and performance between locum 
doctors and permanent doctors which may have consequences for patient safety and quality of care. 
A consultation with a locum was less likely to lead to a practice revisit within 7 days. Locums were 
more likely to prescribe antibiotics and opioids, but less likely to order tests and referrals and prescribe 
hypnotics. A consultation with a locum was more likely to lead to an A&E attendance on the same day 
or within 1–7 days. Previous evidence suggests that the way locum doctors are recruited, employed 
and used by organisations may pose a higher risk of harm to patients, but our findings provided mixed 
results. In some areas, locum GPs performed worse and this may suggest that they need additional 
support from practices with improved induction and communication about practices’ approaches to 
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prescribing and continuity of care. Recording of locum working across general practices should be 
improved and information should be linked across clinical systems and databases as this would help 
verify the findings of this chapter. Locum GPs face substantial challenges, with large variability between 
practices and areas, more acutely unwell and unfamiliar patients, limited communication, feedback and 
support and professional isolation. If local healthcare needs are to be met, locum GPs need sufficient 
resources for training and effective integration, which would be aligned with the aims set out in the NHS 
Long Term Plan.45
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Chapter 10 The use of locum doctors in 
National Health Service trusts in England: 
analysis of electronic patient records

Aims

In this chapter, we report on research intended to explore the use of locum doctors and their practice 
and performance in a NHS trust. Our original research proposal and protocol outlined how we aimed 
to undertake feasibility work by gaining access to EPR data from Salford Royal NHS Foundation Trust. 
This was to be used first, to identify locum and permanent doctors and compare their activity levels 
and, second, to compare these two groups in terms of patient quality and safety. In doing so, we 
would have comparable analysis for both primary care, from our CPRD work shown in Chapter 9, and 
secondary care.

However, despite having a previous working relationship with Salford Royal NHS Foundation Trust, 
having them represented on our Project Advisory Group and their NHS Digital Exemplar status, we 
encountered several significant challenges with this aspect of the proposal. These challenges meant we 
sought EPR data from elsewhere as an alternative (Bradford Teaching Hospitals NHS Foundation Trust). 
A number of the same challenges were found with the Bradford EPR, but access to some data was 
secured. However, ultimately due to these challenges, we were only able to undertake some much more 
limited feasibility work using Bradford EPR data.

In this chapter, we explain the processes followed, first with Salford Royal and then with Bradford, and 
we explain the data we were able to receive from the Bradford EPR. We then describe and present the 
analysis we performed using these data. The aim of this analysis is to first determine if locums can be 
identified, and then progress to comparing locums with permanent doctors.

Methods

Our engagement with Salford started with understanding more about the process for accessing their 
EPR and what data it contained. This began with contacting the Research and Innovation team, the 
Business Intelligence and Informatics team and the Data Science team. Alongside discussion about the 
EPR and its contents, we also engaged with the Salford Temporary Staffing Manager and IT Training 
Manager to learn more about the processes in place for when a locum doctor is employed, specifically 
how locums gain access to the EPR and how locums are identified within the EPR.

Through our engagement, we identified two main challenges to our research aims. Firstly, the Salford 
EPR was organised to meet the operational needs of the hospital and was not set up in a way that would 
facilitate its use for research. In particular, this meant that documentation and data dictionaries were 
either limited or did not exist, with the information needed to understand the data held within various 
team members at Salford. Alongside this, Salford did not have any EPR data within a Trusted Research 
Environment we could access, meaning EPR data would need to be transferred to the University of 
Manchester systems for analysis, which would require a protracted information governance process. 
Secondly, from the Temporary Staffing team we learnt that when locums are employed, they are given 
system login credentials which would identify them as locums. However, these credentials were also 
used for permanent staff who had forgotten their details and were also reused for different locums on a 
rotational basis. These issues meant there was not a robust way to identify locums in the EPR and access 
to the EPR was not possible. We therefore pursued an alternative source for EPR data.
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Our engagement with Bradford Teaching Hospitals NHS Foundation Trust fared better and led to 
accessing an extract from their EPR, although some challenges remained. As with Salford, the Bradford 
EPR did not contain doctor identifiers which would distinguish between locums and permanent doctors. 
All doctors with EPR access are given unique identifiers which allow their activity to be tracked over 
time, but these identifiers are of the same type for all doctors. To identify locums would require linkage 
between staff records and the EPR, which Bradford were unable to perform. Access to some EPR data 
was granted via the Connected Yorkshire initiative and their online Trusted Research Environment. We 
used these EPR data to determine whether locums could be identified by their working patterns and 
how frequently they appear.

Data

Bradford electronic patient record
An extract of EPR data was obtained from Bradford Teaching Hospitals NHS Foundation Trust under 
a bespoke data-sharing agreement. The extract is from the Orders table, one of many tables which, 
when combined, form the full EPR. The data within the Orders table relate to 20 million electronic 
medication prescribing and administration orders processed for 221,312 patients between September 
2017 and November 2021. For each order, we know when it was created and what it was for, that is, 
the medication, dose and administration method. We also have anonymised identifiers for the patient 
the order was for and the doctor who created it. However, doctor IDs did not distinguish between 
permanent or locum doctors. For our analysis, determining if locums can be identified by working 
patterns, the data were collapsed to count the number of patients seen and orders created by each 
doctor for each week between September 2017 and November 2021. In this case, a patient is counted 
as seen if an order is created for them.

Analysis
Descriptive analysis was performed on the collapsed Bradford EPR data. We plotted the mean number 
of patients seen and orders created per doctor for each week of data. We calculated the total number 
of patients seen and orders created per doctor over the entire period, and presented the distribution of 
doctor workload across these measures of activity.

To identify working patterns for doctors, we focus on a 52-week period from 24 September 2017 to 16 
September 2018. This period was selected to avoid the impact of COVID-19 and also a change in how 
the EPR was implemented: see Appendix 8, Figure 54 describing the whole period.

We calculated the number of doctors (unique IDs) who created an order in each week of the data, as a 
measure of the size of the active workforce over time. We also calculated the number of active weeks 
for each doctor as a measure of their length of activity for the 52-week period.

As doctor IDs did not distinguish between permanent doctors and locums, we attempted to identify 
short-term locums as doctors who are active for 4 weeks or less during the 52-week period. We do not 
identify a doctor as locum if they are only active at the beginning or end of our period, as these may 
represent longer periods of activity which we do not observe. We compare these short-term locums to 
all other doctors on the average number of patients seen and orders created per active week.

Results
In Figure 24 we present the mean patients seen and orders created per active doctor per week for 
52 weeks from 24 September 2017 to 16 September 2018. For example, in the week beginning 24 
September 2017, doctors who were active created orders for a mean of 6.6 patients. For these figures, 
active doctors are those who saw at least one patient in a given week. The mean number of patients 
seen was 7.7 and the mean number of orders created was 86.
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Between 24 September 2017 and 16 September 2018, there were 1461 doctors who were active in 
at least 1 week. Over all 52 weeks, the total number of patients seen and orders created per doctor is 
presented in Figure 25. Doctors created orders for a median of 78 (mean of 168) patients and created 
a median of 564 (mean of 1860) orders. There was significant variation in these values, with some 
doctors having extremely high levels of activity (e.g. the 95th percentile is 9000 orders created over 
52 weeks). This distribution suggests that approximately 70 doctors created on average 170 orders 
every week, with many doctors creating almost no orders. This seems unlikely to represent true activity 
levels and may be driven by a mismatch between the doctor IDs within the EPR and with the doctors 
carrying out the activity. For example, the IDs associated with very high levels of activity may be used by 
multiple doctors.

Doctors were active between 1 and 52 weeks during the period analysed. Figure 26 presents how 
many weeks doctors were active. For example, from 1461 doctors, 130 of these were active for only 
1 week, which represents 8.9% of doctors. These findings suggest that a significant proportion of 
doctors are only active for a relatively low number of weeks (<10 weeks). This distribution is unusual 
and raises concerns about the validity of the data and doctor IDs. We do not observe a large group of 
doctors active for around 44 weeks, which would be expected for those working in full-time permanent 
positions. Furthermore, that the number of doctors’ active does not vary much between 10 and 
52 weeks is also a concern. Some of these unusual patterns might be explained, partially, by junior 
doctors and their rotations on and off placements.

To investigate further and attempt to identify short-term locums, we focus on only those doctors who 
created an order in 4 weeks or fewer, and the active weeks for these doctors are shown in Figure 27 
(274 doctors in total). For example, the first distribution shows doctors who were active for only 1 week, 
and in which single week they were active. For these doctors, we see a large proportion active in weeks 
1 and 2. This is expected and likely capturing some doctors who were active before our observation 
period: similar patterns are observed for doctors working 2, 3 and 4 weeks.

Excluding doctors who work at the beginning and end of the period yields 163 doctors who have 
working patterns which are consistent with a short-term locum and may identify them as potential 
locums. These doctors work no more than 4 weeks in a 52-week period and do not work at the 
beginning or end of this period. The beginning and end periods are defined as:
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• weeks 1, 2 and 52 for doctors working in 1 week only
• weeks 1, 2, 51 and 52 for doctors working in 2 weeks only
• weeks 1, 2, 3, 50, 51 and 52 for doctors working in 3 weeks only
• weeks 1, 2, 3, 4, 49, 50, 51 and 52 for doctors working in 4 weeks only.

These potential locums, on average, created orders for 1.8 patients and created 15 orders per week in 
the limited weeks they were active. This is a much lower level of activity than doctors we do not identify 
as potential locums, who doctors created orders for 7.6 patients and created 85 orders per week.
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Over the 52 weeks in total, doctors identified as potential locums created orders for 494 patients and 
created 4133 orders in all the weeks they were active. These numbers represent approximately 0.15% 
and 0.20% of the total over the period.

The very low levels of activity, both per week and in total, suggest that these doctors are: (1) locums 
who create orders very rarely; (2) locums who create more orders but these are associated with other 
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FIGURE 27 Count of doctors active in each week, doctors who are active for 1–4 weeks only.
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doctor IDs; or (3) not locums, perhaps temporary IDs which are used for other purposes. Given the lack 
of confidence in the ability to identify locums using EPR data, we do not progress with our further aims 
of comparing locum and permanent doctors on quality and safety.

Discussion

Summary
Accessing any EPR data was challenging and ultimately we concluded that the EPR data we received 
from Bradford could not be used to robustly identify locums, and so it was not then possible to go on to 
explore differences in practice and performance (e.g. in test ordering, prescribing or other behaviours). 
This was due to irregularities in how the working patterns of doctors could be described by doctor ID 
and the frequency in how these IDs were used.

Strengths and limitations
Access to Bradford EPR is a strength of this study, as it presents the opportunity to understand more 
about how hospital EPRs can be used for research. We attempted to access EPR data from Salford Royal 
Hospital but faced significant barriers which ultimately prevented access. The EPR data at Salford Royal 
were managed by a data team whose purpose was focused on the operational needs of the hospital, and 
not capable of providing data for research in the timescales needed.

Our analysis of the Bradford EPR is limited as we were unable to identify locums directly via staff 
employment records, which would have greatly increased the confidence of the identification and 
allowed for a more robust analysis of their activity. Without better locum identification, we had to 
rely on looking at working patterns. Locum working patterns should be characterised by short and 
intermittent presence in the EPR data. However, our attempts have likely also identified some part-time 
doctors and doctors who are permanent but create orders in the EPR less frequently. The time period 
we could analyse was also shortened, only 52 weeks, due to the impact of COVID-19 and how the EPR 
was implemented in Bradford over our observation period.

However, the analysis shows the wealth of potential information contained within EPRs if they can be 
better used for research. To answer our research questions on the quality and safety of locum doctors, 
we feel a robust linkage between EPR and electronic staff records (ESRs) would be needed.
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Chapter 11 Discussion and conclusions

Introduction

In this chapter, we bring together the main findings from all four of our work packages alongside the 
existing evidence which was briefly reviewed and summarised in Chapter 1. In so doing, it is worth 
restating the overall aim of the research and our research questions, which were outlined at the end 
of Chapter 1. The overall aim of this research on temporary doctors (generally termed locums) was to 
provide evidence on the extent, quality and safety of medical locum practice and the implications of 
medical locum working for health service organisation and delivery in primary and secondary care in the 
English NHS. Our three research questions were:

1. What is the nature, scale and scope of locum doctor working in the NHS in England? Why are 
locum doctors needed, what kinds of work do they undertake and how is locum working organised?

2. How may locum doctor working arrangements affect patient safety and the quality of care? What 
are the mechanisms or factors which may lead to variations in safety/quality between locum and 
permanent doctors? What strategies or systems do organisations use to assure and improve safety 
and quality in locum practice? How do locum doctors themselves seek to assure and improve the 
quality and safety of their practice?

3. How do the clinical practice and performance of locum and permanent doctors compare? What 
differences in practice and performance exist and what consequences may they have for patient 
safety and quality of care?

We therefore organise this discussion chapter around these three main research questions, while 
seeking to relate our findings to the wider policy context and to the existing literature. We do not repeat 
content covered in Chapters 3–10 on the study methodology, data sources or limitations as this has 
already been presented.

We set out briefly in Chapter 2 the theoretical context for this research – grounded in a wider literature 
on the medical profession, our prior qualitative research on the experiences of locum doctors, and 
our earlier review of the literature which provided a framework of eight factors which could affect the 
quality and safety of locum doctor working. While we do not in this discussion and conclusions chapter 
revisit this wider framing for the research, we would observe that the findings summarised below 
are very much consistent with our earlier work and that of others which highlights the liminal space 
occupied by locum doctors – at the boundaries of or on the periphery of organisations and in the space 
in between them, and the consequences of this both for locums themselves and for quality and safety of 
health care.

The nature, scale and scope of locum doctor working in the National Health Service 
in England

There has been extensive policy concern and much media coverage of the use of locum doctors in 
the NHS, suggesting that there has been a substantial increase in the use of locum doctors over time, 
and this is often conflated with concerns about the costs of locum doctors and particularly the high 
costs charged to the NHS by locum agencies in some shortage areas or specialties. But our research 
presents a rather more nuanced picture of relatively stable locum use over time. We have not studied 
locum costs.

In primary care, we found from our analysis of NHS Digital workforce returns that just over 3% of 
medical staffing was provided by locums and that it had not changed much over the time period 
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2017–20. However, our analysis of CPRD data for the longer time period of 2010–21 suggested 
that about 6% of general practice medical consultations were undertaken by locums in 2010 and 
that this had risen slightly to about 7.1% in 2021. We think there are two main explanations for this 
discrepancy. First, locums generally only undertake consultations while permanent GPs do a lot of other 
non-consultation clinical and administrative tasks – the NHS Digital workforce returns measure staff 
numbers in FTE, while the CPRD data measure numbers of consultations. Second, the NHS Digital 
workforce returns from general practices may under-report the numbers of locum doctors, and there 
have been concerns about the quality and completeness of the data. But both data sources suggest a 
relatively low – and stable – rate of locum use in primary care.

In NHS trusts (mostly secondary care and mental health), our analysis of NHS Improvement returns 
from NHS trusts indicated that about 4.4% of medical staff FTE was provided by locum doctors. With 
a much shorter time series from 2019 to 2021, it is rather more difficult to draw any conclusions about 
the secular trend, although in that time period the rate of locum use was fairly stable – dropping as 
expected in the first phase of the COVID pandemic in early to mid-2020, and then recovering. We found 
NHS trusts making more use of bank (rather than agency) locums over the time period, and an increase 
in the reported numbers of unfilled shifts, which would indicate increasing unmet need.

It may be that the number of doctors working as locums in England has increased as research from the 
GMC has suggested, but that this comes in part from an increased tendency for some doctors in training 
to take time out from the training pathway and while doing so to do some locum work. It may also be 
that more doctors are doing some locum work alongside either full- or part-time working in a permanent 
role in the NHS. But overall, our data do not seem to suggest a substantial increase in the overall use of 
locum doctors in the NHS over time.

However, those overall national rates of locum use hide a great deal of variation between organisations 
which is important to consider. In primary care, we found the NHS Digital workforce returns showed the 
rate of locum use by CCG varied from 1% to almost 31%. Among NHS trusts, the reported rate of locum 
use varied from < 1% to almost 16%.

So what might lie behind these variations? Our qualitative work suggested that there were some 
particularly problematic specialties in which workforce shortages were acute, such as psychiatry. Our 
multivariate quantitative analyses suggested that there was some variation by region/geography which 
might reflect workforce capacity or shortage in some parts of England. But they also showed that both 
smaller general practices and smaller NHS trusts made more use of locums, which might plausibly 
suggest that larger organisations are more able to cope with workforce gaps without having to resort 
to locums. In both primary care and NHS trusts, there was an association between CQC ratings and 
locum use, with organisations with lower CQC ratings making more use of locums. Great caution should 
be exercised in interpreting this as a causative relationship, in either direction, but it is an important 
finding. Finally, we did not find an association between locum use and measures of deprivation for the 
population served, either in primary care or for NHS trusts.

Our surveys of general practices and of NHS trusts showed both some similarities in their reasons for 
needing locums and ways of using them, as well as some notable differences. Both gave as common 
reasons for using locums the need to cover either planned or unplanned absences or gaps in staffing 
– mainly leave and sickness absence – and both reported using them to provide additional workforce 
capacity when it was needed. However, NHS trusts were much more likely to report needing locums 
because of difficulties recruiting doctors.

We also found some interesting differences in where general practices and NHS trusts sourced locum 
doctors from. Practices said they made much less use of locum agencies and tended to use trusted 
locums who were familiar to the practice, while NHS trusts made much more use of locum agencies and 
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staff banks, and within that there was a lot of variation, in that some NHS trusts made much more use of 
locum agencies rather than staff banks. Overall, NHS trusts sourced about a third of their locums from 
staff banks according to our analysis of NHS Improvement returns.

Should we conclude that the use of locum doctors in either primary care or NHS trusts can be an 
indicator of concern? Our qualitative research certainly found that respondents thought an over-
reliance on locums (however that might be defined) could be a ‘red flag’. Respondents suggested that 
the consistent use of high levels of locums was both a concern in itself, because of the implications 
for quality and safety (which we turn to later in this discussion) and a potential indicator of wider 
organisational problems in the general practice or NHS trust. They thought that a service ‘run on locums’ 
was to be avoided. This suggests that for organisational leaders and other stakeholders (primary care 
networks, CCGs, integrated care systems etc.) and for regulators such as CQC and the GMC, being able 
to analyse and understand rates of locum use could be very helpful.

This leads us to reflect on the quality and value of the quantitative data we have used for our research. 
In both primary care and NHS trusts, we have made use of existing routine data sources, though 
we do not think those data sets have been used previously to study locum use. In both cases, more 
extensive analysis and feedback/reporting would be likely to help improve data quality. But in addition, 
collecting more data or collecting it differently would also be worth considering. For example, the NHS 
Improvement data set provides a high level of granularity by time, with weekly returns, but it does 
not collect the specialty or clinical area in which locums are being used, or the reason why they are 
needed. It is a data set which was really designed to address the policy concerns about the level and 
cost of locum use in NHS trusts. Similarly, the NHS Digital workforce returns for general practice make 
a distinction between short-term/ad hoc locums and other/longer-term locums but do not define those 
terms clearly, and do not collect any information about the reasons for locum use. The returns also 
collect some potentially useful detailed information on individual doctors which could be used to study 
and report on locum working, but the published data are aggregated at practice level. We have not, in 
this study, sought to access the NHS ESR system which covers almost all NHS trusts and has detailed 
staffing and payment records for over a million NHS employees, but this could be a very useful source of 
data for future analysis and reporting for NHS trusts.

The use of locum doctors is clearly an important and enduring component of the medical staff 
workforce in the NHS, and a way to provide flexibility and capacity in medical staffing. However, 
we should note that it is only one of a number of ways in which organisations can achieve increased 
flexibility and capacity – for example, through flexible rostering and contracts for medical staff, and 
improved working conditions. Indeed, our qualitative fieldwork suggests that doctors who choose to 
work as locums are often doing so because of the working environment they have encountered in 
permanent staff positions, and in order to achieve a greater degree of control over their own workload 
and work–life balance than they were able to achieve (or were offered) in a permanent staff position. 
They trade the loss of security and increased precarity of being a locum in order to get greater 
autonomy and personal control.

The extent to which locum working increases workforce capacity is somewhat open to question. It 
is clear from our research that individual practices or organisations are using locum working as a way 
to fill short-term workforce capacity gaps, provide additional capacity when it is needed, and to deal 
with longer-term workforce gaps predominantly associated with recruitment problems. But at a macro 
level, if doctors move from permanent staffing positions into locum work for some of the reasons 
outlined above, this is probably a zero-sum game – it does not increase the overall workforce capacity 
of the NHS. It may be that some doctors who move to work as locums would otherwise have exited 
the workforce entirely, and it may be that some doctors who have left clinical practice come back into 
practice because of the opportunity to work as a locum. But in those cases, there might be other, better 
ways to improve retention, or to encourage return to clinical practice.
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How locum doctor working arrangements affect patient safety and the quality  
of care

National Health Service England has published detailed guidance for healthcare providers, locum 
agencies and revalidation management services on supporting organisations engaging with locums 
and doctors on short-term placements. The scope of the guidance is not stated explicitly but it clearly 
applies to all NHS organisations which use locums (it uses examples in both primary care and in NHS 
trusts) and is relevant to others, such as independent healthcare providers. It sets out a range of advice 
on areas such as pre-employment checks, induction, appraisal and revalidation, dealing with concerns, 
end-of-placement reports, etc. As far as we know, there has not previously been work to followup 
systematically on the operationalisation and implementation of the guidance since it was published 
in 2018.

Our surveys of NHS trusts and general practices suggest that awareness of the guidance was very 
mixed – and particularly poor among respondents from general practice. Those who were aware of it 
in NHS trusts generally viewed it quite favourably, but some commented that it set out an ideal model 
which was hard to follow in practice. Among general practices, it was often seen as less relevant to their 
needs and to the setting of an individual general practice. Self-reported compliance with the guidance 
was generally high in areas like pre-employment checks and induction, but much less good in areas like 
end-of-placement reporting and supporting the locum with appraisal and revalidation.

Our qualitative research confirmed and extended the survey findings. For example, we found that 
giving locums a proper induction was viewed by locums as really important to their subsequent ability 
to perform in their role, and that issues not covered properly in their induction hampered them and 
could add to the workload of other members of the clinical team. But in our qualitative interviews with 
respondents who work with locums, we often found an unrealistic expectation that locums should come 
into the organisation and be able to start work immediately – to ‘hit the ground running’ – and that they 
should devote all their time to clinical work as that was what they were being paid – and paid well – to 
do. Locums themselves reported taking steps – like working in fewer organisations and avoiding some 
organisations, working at a lower level/grade and limiting their scope of practice – to deal with the 
problems of being inadequately inducted and supported.

This was part of a wider negative and stigmatising narrative which often cast locums as less professional, 
less committed, less competent, less reliable and more financially motivated than permanent medical 
staff. By ‘othering’ locum doctors in this way, it was easier both to justify treating them differently 
(and less well) than other staff and to explain problems or difficulties with quality and safety as being 
attributable to locums and locum working. In short, it was easy to blame locums when things went 
wrong, and they were often either not there to defend themselves or not able to do so. The position of 
locum doctors was by definition precarious – they could be removed or have a placement ended easily.

We found in some of our quantitative analyses that locum doctors in general practice were more likely 
than permanent staff to have trained outside the European Economic Area (EEA), and there was among 
some respondents a marked distrust of doctors who had trained outside the UK. They were blamed for 
not having enough experience of working in the NHS (an alternative view would be that they would be 
welcomed for coming to the UK and adding to the medical workforce capacity) and some respondents 
questioned the equivalence of their training and prior experience to UK training and NHS placements. 
Overall, we think there was an element of racism underlying some of these attitudes and beliefs.

We would contrast this with the attitudes of patients to locum doctors, which were generally more 
accepting of locum working, and which valued access to seeing a doctor in a timely fashion over whether 
the doctor was a locum or not. Patients thought that traditional notions of relational continuity were 
not consistent with their own experiences of care, and some valued the fresh perspectives on their 
condition which came from seeing a different doctor.
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It is clear from our research that locum working can have adverse consequences for the quality and 
safety of care, but that such consequences were probably more likely to result from the organisational 
setting and the working arrangements than they were from the locum doctors themselves and 
their competence, clinical practice or behaviours. It is also clear that there is great variation in the 
characteristics both of organisations which use locums and of locums themselves.

In simple terms, we found that some organisations were using locums poorly and often extensively, 
because of long-standing and endemic workforce shortages or problems. Others were using locums 
more selectively and effectively, as part of a wider workforce strategy aimed at creating sustainable 
capacity and flexibility and alongside other approaches. Locum doctors are also very heterogeneous. 
Some have made the positive choice to locum for reasons of work–life balance or personal 
circumstance, some are locuming at the end of their medical career as an alternative to complete 
retirement, some are taking a break from medical training pathways to pursue other professional or 
personal interests and using locum working as a flexible way to sustain their income while doing so. 
We heard from our respondents concerns about some doctors working as locums because they could 
not get a permanent position, or because they had persistent problems in relation to their clinical 
performance or working relationships which made it difficult for them to sustain a permanent position. 
It must be said that description did not fit any of the locum doctors we interviewed, but doctors in that 
position were probably less likely to be willing to be interviewed.

One of the concerning findings from our research was that when problems related to locum doctors’ 
practice arose, they were not dealt with well. Firstly, organisations often did not provide feedback either 
to locum doctors themselves or to locum agencies at the end of placements. Secondly, when a problem 
arose, organisations often dealt with it by simply ending the locum placement early or not renewing it, 
without raising it with either the doctor or the locum agency. Thirdly, the formal mechanism for raising 
a problem with the locum doctor’s RO simply did not work. It relies on the RO in the organisation where 
the locum was placed finding out about the problem, and passing information on via the MPIT form to 
the locum doctor’s RO (who could be at the locum agency or at another designated body where the 
locum doctor works). This long chain of communication is not designed to deal with locum doctors or 
others who do not have a conventional employed relationship and whose relationship with employers 
or designated bodies is more distant and transient. Moreover, even if a problem does get flagged and 
there is a need for some kind of intervention – training, mentoring, clinical supervision or whatever – it 
is very difficult to secure that remediation without the locum doctor moving into a permanent job with 
an employer which has the capability and willingness to provide it.

This raises some questions about the role and operation of locum agencies and alternative models of 
organisation. Locum agencies are generally designated bodies – that is, they have a RO who provides 
or oversees appraisal and revalidation for the locums that are connected to the agency, though many 
locum agencies outsource this function. But in practice, it is difficult for locum doctors to assemble the 
portfolio of information needed for appraisal and revalidation, and locum agency ROs have virtually no 
first-hand knowledge of locum doctors’ practice and often do not meet with them F2F at all. In addition, 
locum doctors may work with multiple agencies but the RO has no way of knowing about their work 
with other agencies, and locum agency ROs have little scope to do anything about problems by way of 
remediation. Many of these problems were discussed when medical revalidation was being designed and 
implemented, and were also highlighted in research on medical revalidation, but they remain unresolved. 
The emergence of Locum Chambers – collective membership organisations run by locums themselves 
– may provide some solutions. At present, locum agencies are not regulated by the CQC and one route 
to reform could be to have a system of licensing or regulation for agencies alongside that for healthcare 
providers, and to use that to promote compliance with NHS England and GMC guidance.

Overall, the qualitative fieldwork highlighted the importance and value of treating locum doctors 
decently and affording them the support that would normally be given to permanent members of staff. 
Locums were more likely to want to work in organisations which afforded them that kind of support, and 
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were more able to do their job properly, and that meant work was less likely to be displaced to other 
members of the clinical team, and problems related to the quality and safety of care were less likely 
to arise.

How the clinical practice and performance of locum and permanent doctors compare

From our surveys of NHS trusts and general practices, respondents generally reported that on a range 
of areas of clinical practice they thought locum doctors performed about the same as or worse than 
permanent doctors. It is notable that the areas where they tended to think locums performed worse 
were things like continuity of care, and adherence to guidelines and protocols, which are, as we have 
already discussed, more influenced by the organisational setting and arrangements like induction than by 
the locum doctor’s own clinical expertise and fitness to practice.

We were able to explore differences in practice in primary care directly through our quantitative analysis 
of the CPRD data set, and this provided some very interesting but quite mixed findings which should 
be interpreted with great caution. For example, our multivariate analysis found that patients who saw a 
locum doctor were less likely to make a return visit to the general practice within 7 days than those who 
had seen a permanent doctor. We could hypothesise that a return visit can indicate that a problem was 
not resolved at the first visit; or we could argue that return visits are a sign of effective follow-up and 
safety-netting decisions at the first visit. We found that locum doctors and permanent doctors had some 
differences in prescribing behaviour, but they were mixed (locums prescribed antibiotics and opioids 
more frequently but hypnotics less frequently than permanent doctors). Locum doctors were less likely 
to make referrals and to order tests. In terms of hospital events following a consultation with a locum, 
patients were more likely to visit A&E within 7 days, but there was no difference for hospital admission. 
Our qualitative fieldwork may help us to understand some of these differences, and suggests that they 
arise more from the complex interplay of the organisational setting and working arrangements for 
locums than from particular clinical practice characteristics of locum doctors per se.

We were not able to make a similar quantitative analysis of differences in the hospital setting between 
locum doctors and permanent doctors as we had planned, despite our efforts to do so using data from 
the EPR systems from two hospitals. There were three main difficulties. First, extracting data from the 
EPR system proved impossible at one hospital and difficult at the second. Second, in the limited data 
set we extracted, we could not reliably identify locum and permanent doctors by their user identifier, 
because of the way that such identifiers were assigned and used. Temporary user identifiers were 
sometimes used by permanent staff (who had forgotten their staff ID, for example) and were sometimes 
reused. We experimented with limited success with identifying locum doctors indirectly by analysing 
temporariness in the longitudinal data set. Third, and perhaps most importantly, even if we could 
attribute entries in the EPR, such as test orders, prescribing orders, to individual doctors, because of 
the way clinical teams work to provide care, it would be difficult to know that particular order was 
initiated by the doctor who entered it on the EPR or by another member of the clinical team. Overall, we 
concluded that hospital EPRs are potentially a hugely valuable source of routine data for research, but 
they have been designed for operational purposes which means data access/extraction, data definitions 
and data quality are all problematic.

Equality, diversity and inclusion

Inequalities between different ethnic groups are a critical issue in the UK workforce. Black and minority 
ethnic workers are more likely to be in temporary and insecure work.134 Indeed, our study found that 
locum doctors in general practice were more likely than permanent staff to be IMGs. There has been a 
very limited amount of prior research relating to locum doctors, and consequently, how locum working 
relates to protected characteristics. Our findings indicated a marked distrust among some respondents 
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of locum doctors who had trained outside of the UK. Overall, we think there was an element of racism 
underlying some of the attitudes towards these locums. The NHS Medical Workforce Race Equality 
Standard group could consider IMG locums and locums from ethnic minority backgrounds in their future 
analysis as locum doctors are not yet considered in the same way as Specialty and Associate Specialist 
and Locally Employed doctors, who face similar challenges to locums.83

Our findings indicated that IMGs may not be as well networked as doctors who trained in the UK. This 
was important because less-well-networked locums may be more likely to find themselves in unsafe 
organisations with limited support, which could be detrimental to both patients and locums. Future 
research could go further in examining how ethnicity and place of graduation intersect with employment 
status, particularly given the significant rise in the number of IMGs.82 Further research could identify 
how IMGs can be best supported when they work as locums.

We were interested in speaking to individuals who had experience of being a patient of a locum doctor 
and used the NIHR organisation ‘Research for the Future’ to recruit the majority of our participants. The 
project benefited from patient involvement as this was the first project of its kind to focus on patient 
experiences of being treated by locum doctors and provided invaluable information about how patient 
experience could be improved when locum doctors are working.

Our quantitative work was very limited in its capacity to comment on equality, diversity and inclusion 
due to the lack of routine recorded data such as ethnicity or first language. We were able to observe 
where GPs qualified from NHS digital data but only in very broad groups: UK, EEA and outside EEA. 
Equivalent data were not available for hospital doctors or for CPRD. We were able to comment on how 
the use of locums varied with deprivation, finding no relationship.

Accessibility
Our PPI forum (made up of two men and two women) collaborated with us in the design and 
development of materials used to recruit patient participants to the study to ensure our materials were 
inclusive and accessible. We offered a range of ways to participate, including providing written accounts, 
telephone or video calls and individual or group interviews.

The research team
Our research team comprised of five men and two women. We are all from white backgrounds and two 
of our group are not from the UK. Race inequality continues to be a perennial problem in all areas of 
higher education, including staffing, admissions and employment. We acknowledge the lack of diversity 
in our team.

There was a range of experience and expertise across the research team with more senior members 
mentoring and supporting more junior members. Development opportunities were provided and the 
research team were involved in mentorship both within the university and externally through Health 
Services Research UK. The research team also benefitted from attending national and international 
conferences and presenting study findings. The team have also been supported in developing their 
writing skills and writing for publication.

Patient and public involvement

Patient and public involvement was embedded in this study from inception to dissemination. The aim of 
PPI in this study was to collaborate with patients, carers and the public to improve the quality, relevance 
and outcomes of our research. The ethos of our PPI approach was collaboration and co-production. Our 
PPI forum included four people with lived experience of health conditions and caring responsibilities. 
Our PPI forum chair was involved from the development of our application to the dissemination of our 
findings. Our forum members met at regular intervals throughout the project to coproduce the research, 
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offering advice, commenting on and developing research materials and undertaking research with 
research participants. Our PPI forum made a significant contribution to the qualitative aspects of our 
project but were less involved in our quantitative work packages. While our PPI chair provided thoughts 
at our advisory group, with hindsight, we could have involved our forum in our other quantitative 
work packages to get a sense of what was important to patients and understand their reflections on 
the findings.

Our intention was to recruit participants through our case study sites, but as this project began at the 
beginning of the pandemic, this proved difficult. Recruitment of patients and carers for interviews and 
focus was slow initially. We sought advice from our PPI forum who recommended the organisation 
Research for the Future, which proved to be very successful. We sought participants who had lived 
experience of being treated by locums; in hindsight, we could have sought the opinions of carers too. 
Two members of our PPI forum were trained in qualitative interview methods by JF and collected data 
by leading focus groups with 30 patients. Our PPI forum contributed towards qualitative analysis by 
discussing findings and reviewing, refining, defining and naming themes. We will continue working with 
our forum to disseminate our findings.

Conclusions

Locum doctors are a key component of the medical workforce in the NHS and provide necessary 
flexibility and additional capacity for healthcare organisations and services. We found that the extent of 
reliance on locum doctors varied considerably, but that an over-reliance on locums for service provision 
was undesirable. Some differences in practice and performance between locum and permanent doctors 
were found, but these seemed often to arise from organisational characteristics. We found patients 
were more concerned with the clinical expertise and skills of the doctor they saw than whether  
they were a locum or not. Organisational arrangements for locum working could be improved in many 
respects, and there were in particular problems with the way any concerns about locum doctors 
were managed.
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Appendix 1 Additional material for Chapter 3: 
the use of locum doctors in general practices 
in England: analysis of routinely collected 
workforce data

Data definitions

General practitioners workforce statistics data
The general practice data show numbers and details of GPs, Nurses, Direct Patient Care and Admin/
Non-Clinical staff working in General Practice in England, along with information on their practices, 
staff, patients and the services they provide (available from https://digital.nhs.uk/data-and-information/
publications/statistical/general-and-personal-medical-services).

All data are extracted quarterly from the National Workforce Reporting System (NWRS). This is an 
online system in which GP practices record and update staff details. Practices are asked to ensure that 
the information about their staff is up to date at the end of each quarter and NWRS automatically 
extracts the information. Furthermore, practices may make changes to individual records as appropriate, 
if they find mistakes in entries for the previous quarter. The NWRS has inbuilt validations to reduce data 
input errors and data are extracted every quarter, at the end of March, June, September and December, 
but for the October and November 2020 collections the data were extracted monthly at the end of each 
month. However, in the October and November collections, NHS Digital identified a number of data 
quality issues that caused a cautious interpretation of the data.

In particular, there was a shortfall in the GP locum data and NHS Digital included some estimations on 
FTE GP locum figures based on the previous quarter’s data. NHS Digital published only FTE figures for 
all practice staff, while they developed a methodology to account for missing headcount data.2

However, the transition to a monthly collection in the autumn of 2020 led to a more wide-reaching 
decrease in the quality and completeness of the data, as practice managers did not record sufficient 
information on infrequent locums and the publication series was reverted to quarterly collections in 
December 2020. For this reason, we did not use the 2020 data in our regression analyses. The monthly 
series was preserved for transparency purposes, and it is advised that figures from these releases are not 
used in any further analysis and are not included in time-series tables.2

In terms of recorded information for locums, the following definitions are used by NHS Digital to capture 
locums working in general practices:

• Long term locums (covering vacancy/absence/other): Are defined as those locums who work regularly 
at the Practice to cover long periods of time, such as maternity leave, long-term sickness or work 
regularly (e.g. every Monday).

• Infrequent locums: They are defined as GP locums who do not regularly work at a practice, may cover 
very few sessions and are typically employed on an ad hoc basis. Infrequent locum records were 
added to collecting tools in December 2017. The amount and detail of the data held by practices on 
infrequent locums are limited and the data collected for each infrequent locum reflect this, consisting 
solely of the total number of hours the infrequent locum worked at the practice during the reporting 
period, from which a weekly average FTE is calculated. Infrequent locums may not be working at the 
affected practice at the exact extraction date, but their inclusion improves the quality of the data 
collected for the period by providing valuable information about their usage.

https://digital.nhs.uk/data-and-information/publications/statistical/general-and-personal-medical-services
https://digital.nhs.uk/data-and-information/publications/statistical/general-and-personal-medical-services
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However, the amount and detail of the FTE data held by practices on infrequent locums are limited and 
the data collected for each infrequent locum reflect this, consisting solely of the total number of hours 
the infrequent locum worked at the practice during the reporting period, from which a weekly average 
FTE is calculated. The infrequent locum data are considered to be of usable quality from the December 
2017 release onwards, so it is advised that locum data are comparable from December 2017 onwards.

To conclude, we consider that data on FTE from December 2017 onwards are considered more reliable 
than that from earlier periods, as it followed the release after December 2016 of the improved guidance 
which emphasised the importance of recording locum data accurately and clarified how to do so and 
also it was the first time that infrequent locum data were added to the time series.

English indices of deprivation
Area deprivation was measured by the latest update of the IMD (i.e. 2019) and was available at the 2011 
LSOA level. The IMD is a complete and commonly used method to quantify deprivation and affluence 
for small areas in England. The IMD measures levels of deprivation for all 32,844 LSOAs in England on a 
continuous scale of deprivation and most of the indicators are based on 2012 statistics. It represents a 
combined score of deprivation out of a total of 37 separate indicators which are grouped into 7 domains, 
income, employment, education and skills, health and disability, crime, barriers to housing and services, 
and living environment, thus reflecting a different domain of deprivation experienced by individuals 
living in an area. The overall IMD is calculated as a weighted mean across the seven domains and 
different weights are applied to each domain and the measure is standardised on the scale of 0–100. 
The IMD represents every small area in England and ranks them from 1 (most deprived area) to 32,844 
(least deprived area).

Spatial maps
From the Office for National Statistics (ONS) open geography portal, we obtained. Digital vector 
boundaries for the 2019 CCGs, generalised to 20 m and clipped to the coastline to reduce size and 
improve visualisation. We inputted the vector boundaries in Stata using the shp2dta command and 
calculated the centroid for each CCG in the British National Grid format. The centroids were converted 
from British National Grid easting and northing to longitude and latitude in degrees.

Sex and population estimates
From NHS Digital, we obtained monthly general practice population counts for 2018 and 2019 at 
the general practice level (available from https://digital.nhs.uk/data-and-information/publications/
statistical/patients-registered-at-a-gp-practice). The patients registered at a GP practice database is a 
monthly publication showing counts of patients at NHS Regions, Regional Local Offices, STP CCG and 
GP practice by gender and age. Data are collected at an aggregate level from GP practices by age and 
gender. The data are used by many NHS and local authority organisations as a denominator for other 
local analyses and are considered essential to maintaining this level of information. Data are extracted as 
a monthly snapshot in time from the GP Payments system maintained by NHS Digital.

Health regulators ratings
Health regulators ratings were obtained from the CQC (available from www.cqc.org.uk/about-us/
transparency/using-cqc-data). CQC uses a statistical surveillance tool called Intelligent Monitoring (IM) 
to assess performance indicators based on routinely collected and available data about providers. The 
IM system for general practices contains 33 performance indicators concerning patient satisfaction, the 
management of chronic conditions, prescribing, disease prevalence and emergency hospital admissions. 
Together, these indicators are intended to support inspections with information on which practices to 
inspect and on which aspects of care to focus on. Performance indicators are aggregated into ratings 
of potential risk based on expected indicator values. Each year the CQC inspects general practices, 
and awards each of them one of four rating levels (‘outstanding’, ‘good’, ‘requires improvement’ or 
‘inadequate’) in five domains (‘safe’, ‘effective’, ‘responsive’, ‘caring’ and ‘well led’), along with an ‘overall’ 

https://digital.nhs.uk/data-and-information/publications/statistical/patients-registered-at-a-gp-practice
https://digital.nhs.uk/data-and-information/publications/statistical/patients-registered-at-a-gp-practice
www.cqc.org.uk/about-us/transparency/using-cqc-data
www.cqc.org.uk/about-us/transparency/using-cqc-data
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rating that summarised the domain ratings. From the CQC, we obtained published inspection ratings and 
corresponding inspection dates for 6587 of 6909 GP practices in 2018 (i.e. 95.3% of all practices in the 
GP workforce data set in 2018) and 6392 of 6606 practices in 2019 (i.e. 96.8% of all practices in the GP 
workforce data set in 2019) that were inspected between January 2017 and December 2019. Over the 
inspection cycle, some practices were reinspected and their ratings updated. Only the rating from the 
first inspection was used in this study, as subsequent ratings were likely to have been influenced  
by the previous inspection process and outcomes. Data on the most recent practice inspections are 
freely available online.

Patient satisfaction
The GP Patient Survey is an independent survey run by Ipsos MORI (London, UK) on behalf of NHS 
England (available from www.gp-patient.co.uk). The survey is sent out to over 2 million people across 
England and focuses on patient experiences of their local GP practice and other local NHS services, and 
it includes questions about general health. The survey includes questions about a number of issues. For 
example, how easy or difficult it is to make an appointment at your practice, patient satisfaction with 
opening hours and the quality of care received from the GP and practice nurses. To capture patient 
satisfaction, we use responses for the ‘Overall, how would you describe your experience of your GP 
Practice’. This is the only item relevant to experience that is consistent for all years. From the overall 
experience questions, we extracted data on the proportion of patients in each practice who responded 
that their experience was Very Good; Fairly Good; Not Bad Not Good; Fairly Poor and Very Poor.135

Quality of primary care and practice morbidity burden (Quality and Outcomes 
Framework)
To quantify ‘health-need’ from chronic condition registers, we used administrative data from the QOF, 
for the financial year 2018–9 to 2019–20 (available from https://digital.nhs.uk/data-and-information/
publications/statistical/quality-and-outcomes-framework-achievement-prevalence-and-exceptions-
data). The pay-for-performance scheme, which was introduced in 2004, rewards clinicians for recording 
and managing numerous clinical domains, mostly chronic conditions. Although it has been downsized in 
recent years and has been withdrawn completely in Scotland, it has been at the heart of the GP contract 
for many years and there is evidence that the withdrawal of incentives does not affect recording 
practices, not in the short term at least.

In 2019–20, 21 clinical domains were included in the scheme: atrial fibrillation, asthma, cancer, coronary 
heart disease, chronic kidney disease (aged 18 or over only), chronic obstructive pulmonary disease, 
diabetes both types (aged 17 or over), heart failure, hypertension, osteoporosis (aged 50 or over), 
palliative care, cardiovascular disease primary prevention, peripheral artery disease, rheumatoid arthritis 
(aged 16 or over), stroke and obesity (aged 16 or over), dementia, depression (aged 18 or over), epilepsy 
(aged 18 or over), learning disability (18 or over) and severe mental illness. We used a subset of these 
conditions as only 14 had clinical indicators linked to them in both data years. The data range refers to 
the relevant financial year (1 April–31 March) and it is matched to the relevant GP Workforce publication 
(i.e. QOF 2019–20 data are matched to GP Workforce data from the financial year 2019–20).

Although access to health care is free in the UK, not all people in the UK are registered with primary 
care and not all general practices participate in the QOF. However, over 95% of the UK population 
is estimated to be registered with a practice, and over 95% of registered patients attend practices 
participating in the QOF. A total of 6873 English practices participated in the QOF in 2019–20 and for 
each of these practices we extracted the denominators from the condition registers. Unfortunately, 
there is no way to capture multimorbidity with these data, since the QOF is organised in condition silos 
and a multimorbid patient would be reported under all relevant conditions in the scheme. The total 
numbers for each of the three groups were also aggregated at the CCG level, with 135 entities covering 
the whole of English Primary Care.

www.gp-patient.co.uk
https://digital.nhs.uk/data-and-information/publications/statistical/quality-and-outcomes-framework-achievement-prevalence-and-exceptions-data
https://digital.nhs.uk/data-and-information/publications/statistical/quality-and-outcomes-framework-achievement-prevalence-and-exceptions-data
https://digital.nhs.uk/data-and-information/publications/statistical/quality-and-outcomes-framework-achievement-prevalence-and-exceptions-data
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To capture QOF performance, we used the percentage of patients receiving the intervention for the 
relevant population across QOF indicators as the main measure of quality. This measure is defined as 

PA =
∑

Ni∑
(Di+Ei) where the numerator represents the sum of all patients who have actually received the 

care (Ni) described in the relevant indicator (indicator i), and the denominator represents the sum of the 
number of patients from the appropriate disease register who are eligible to receive the care described 
in the relevant QOF indicator (Di) and the sum of the number of patients who have been exception 
reported for the relevant QOF indicator is (Ei). This measure reflects the proportion of patients for whom 
a practice achieved a quality indicator rather than the number of QOF points scored. This measure also 
gives a more accurate indication of the rate of the provision of an intervention as the denominator 
for this measure covers all patients to whom the indicator applies, regardless of exception status (i.e. 
indicator exceptions and indicator denominator).

Indicators included in the composite measure of quality of care
We extracted data indicator’s numerator, indicators and exceptions for 15 conditions including atrial 
fibrillation, asthma, cancer, coronary heart disease, chronic obstructive pulmonary disease, dementia, 
depression, diabetes, heart failure, hypertension, osteoporosis, peripheral arterial disease, rheumatoid 
arthritis, serious mental illness and stroke and were aggregated into a single score. These indicators have 
been revised many times over the years, but their underlying aim has remained the same. Furthermore, 
some indicators were dropped while others were revised for the duration of the QOF. If an indicator 
was dropped from the scheme, we calculated population achievement for each year from the remaining 
indicators. If an indicator was revised, we did the revision based on the time span that measurement or 
treatment was taken or provided (e.g. for some indicators the time span was specified for 15 months but 
after the revision the time span was reduced to 12 months).
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TABLE 24 Clinical Commissioning Groups with the highest and lowest locum use in England, 2019

CCGs with the highest 
locum use in England

Locum  
use (%)a IMD

Sum of general 
practice population Practices, n

Practice list size, 
median (IQR)

NHS Southend CCG 14.32 27.99 189,709 27 5299 
(3069–7853)

NHS Thurrock CCG 13.49 23.47 180,236 27 5527 
(3278–9743)

NHS Barking and 
Dagenham CCG

12.80 34.12 229,789 35 5703 
(4610–8250)

NHS Hounslow CCG 11.96 19.69 327,295 42 7199 
(5129–8558)

NHS City and Hackney 
CCG

9.34 34.28 325,553 41 7028 
(4989–10,364)

NHS Leicester City CCG 9.17 32.43 417,669 55 5946 
(4053–9507)

NHS Waltham Forest CCG 9.11 28.57 316,977 38 7017 
(4975–9128)

NHS Sandwell and West 
Birmingham CCG

8.42 41.24 577,116 81 4854 
(3248–8592)

NHS Blackburn with 
Darwen CCG

7.73 44.59 177,606 23 5515 
(4730–10,719)

NHS Knowsley CCG 7.57 54.41 167,033 25 5213 
(3754–8758)

CCGs with the lowest 
locum use in England

Locum  
use (%)a IMD

General practice 
population Practices, n

Practice list size, 
median (IQR)

NHS Vale of York CCG 0.41 13.33 362,253 26 9356 
(6068–17,312)

NHS Bassetlaw CCG 0.54 25.073 118,775 9 12,024 
(3504–18,798)

NHS Wirral CCG 0.52 35.43 337,781 45 5935 
(4449–8543)

NHS Morecambe Bay CCG 0.71 25.27 349,905 32 6374 
(4414–9917)

NHS South Tyneside CCG 0.97 39.41 158,221 21 6539 
(4493–8095)

NHS Halton CCG 0.99 50.84 132,916 12 9487 
(8251–13,561)

NHS North Staffordshire 
CCG

1.14 21.79 218,016 31 7151 
(4300–9142)

NHS Trafford CCG 1.21 15.83 243,278 30 4854 
(3248–8592)

NHS Stafford and 
Surrounds CCG

1.26 18.43 149,477 14 5515 
(4730–10,719)

NHS Fylde and Wyre CCG 1.29 22.05 178,576 17 5213 
(3754–8758)

a Locum use is defined as mean locum FTE as a proportion (%) of total GP FTE.
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TABLE 25 Full results from regression analyses with negative binomial regression for locum use at the general practice 
level, over time (2018–9), cross-sectionally (2019)36

Model A, analyses over time Model B, cross-section analyses

Rurality (0 = urban, 1 = rural) 1.250 (1.095 to 1.428), < 0.001 (0.085) 1.300 (1.085 to 1.559), < 0.004 (0.120)

IMD 2019 1.002 (0.999 to 1.006), < 0.096 (0.002) 1.005 (1.000 to 1.009), < 0.046 (0.002)

QOF practice performance 1.005 (0.991 to 1.017), < 0.479 (0.007) 1.009 (0.991 to 1.026), < 0.298 (0.009)

Single-handed practice 4.611 (4.101 to 5.184), < 0.001 (0.276) 4.618 (3.928 to 5.428), < 0.001 (0.381)

QOF morbidity burden 1.384 (0.963 to 1.991), < 0.079 (0.257) 1.255 (0.801 to 1.996), < 0.320 (0.287)

Percentage of female population 0.967 (0.959 to 0.981), < 0.001 (0.006) 0.970 (0.946 to 0.994), < 0.015 (0.012)

Proportion of practice population 
aged ≥ 65

0.970 (0.950 to 0.984), < 0.001 (0.009) 0.971 (0.958 to 0.988), < 0.001 (0.007)

Practice workload (total GP FTE/
list size)

1.001 (1.001 to 1.002), < 0.001 (0.001) 1.001 (1.001 to 1.002), < 0.003 (0.001)

CQC ratings (reference group 
is practices rates as providing 
outstanding services)

Reference group Reference group

Inadequate 2.108 (1.370 to 3.246), < 0.001 (0.464) 2.687 (1.451 to 4.974), < 0.001 (0.844)

Requires improvement 1.229 (0.949 to 1.592), < 0.118 (0.163) 1.198 (0.822 to 1.744), < 0.346 (0.229)

Good 1.343 (1.103 to 1.637), < 0.003 (0.136) 1.267 (0.947 to 1.696), < 0.111 (0.188)

Patient satisfaction
Very good (reference group is the 
percentage of patient with very 
good satisfaction)

Reference group Reference group

Fairly good 1.008 (1.003 to 1.014), < 0.001 (0.003) 1.016 (1.008 to 1.024), < 0.001 (0.004)

Not good, not poor 1.026 (1.017 to 1.035), < 0.001 (0.005) 1.022 (1.009 to 1.037), < 0.001 (0.007)

Fairly poor 1.032 (1.019 to 1.046), < 0.001 (0.007) 1.033 (1.014 to 1.054), < 0.001 (0.010)

Very poor 1.010 (0.992 to 1.027), < 0.268 (0.009) 1.010 (0.987 to 1.033), < 0.392 (0.012)

Region (reference region is 
Midlands)

Reference group Reference group

London 1.369 (1.180 to 1.588), < 0.001 (0.104) 1.330 (1.080 to 1.640), < 0.008 (0.142)

East of England 1.100 (0.944 to 1.283), < 0.222 (0.086) 1.080 (0.869 to 1.344), < 0.486 (0.120)

North East and Yorkshire 0.711 (0.626 to 0.843), < 0.001 (0.055) 0.811 (0.666 to 0.990), < 0.040 (0.082)

North West 0.916 (0.793 to 1.059), < 0.237 (0.067) 0.921 (0.750 to 1.130), < 0.432 (0.096)

South East 0.918 (0.793 to 1.062), < 0.248 (0.068) 1.014 (0.828 to 1.243), < 0.890 (0.105)

South West 1.105 (0.932 to 1.309), < 0.250 (0.096) 1.080 (0.845 to 1.382), < 0.535 (0.136)

Year (reference year is 2018) Reference year –

2019 1.055 (0.970 to 1.148), < 0.210 (0.045) –

Constant 0.041 (0.011 to 0.142), < 0.001 (0.026) 0.020 (0.004 to 0.111), < 0.001 (0.018)

Note
Coefficients are reported as IRRs with 95% CIs in brackets; results are followed by p-values and standard errors in 
brackets.36
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FIGURE 28 Geographical distribution of locum use in 2019. Locum use is defined as mean locum FTE as a proportion (%) 
of total GP FTE. Population is divided into quintiles depending on levels of locum use. A higher level of the measure in the 
key represents higher locum use in the locality.
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Appendix 2 Additional material for Chapter 4: 
the use of locum doctors in National Health 
Service trusts in England:analysis of routinely 
collected workforce data and electronic patient 
records

Data definitions

National Health Service workforce statistics database
National Health Service Digital collects monthly NHS Hospital and Community Health Service (HCHS) 
workforce statistics for staff in NHS trusts and CCGs in England. The data are recorded within the ESR, 
which is a payroll and human resources system and contains staff records for NHS-employed staff in 
England since 2008. Data are available as headcount and FTEs and for all months from September 2009 
onwards and they represent an accurate summary of the validated data extracted from the NHS ESR 
system. We downloaded monthly data collections available from NHS Digital from December 2017 to 
December 2021 (available from https://digital.nhs.uk/data-and-information/publications/statistical/nhs-
workforce-statistics). For each month and each NHS trust, we calculated the average total FTE across all 
available doctor categories in the NHS workforce database and matched the data to NHS improvement 
data for each trust in each month. The database also included monthly NHS trust level turnover data 
which were used in the negative binomial regression.

National Health Service vacancy statistics
From NHS Digital, we obtained trust level vacancy rates for the period January 2019–December 2019 
(available from https://digital.nhs.uk/data-and-information/publications/statistical/nhs-vacancies-
survey). The series refers to vacancy FTE from providers which are available on a quarterly basis but 
recorded on a monthly basis. This monthly rate is defined as the total number of unfilled posts reported 
at the end of each respective reporting month. A vacancy is defined as a post that is unfilled by 
permanent or fixed-term staff. Some vacant posts may be filled by agency or temporary staff, but these 
posts are still considered vacancies. The number of vacancies is the difference between the number of 
reported FTE permanent or fixed-term staff in post and planned workforce levels (i.e. the total funded or 
budgeted establishment on a FTE basis).50

Health regulators ratings
Health regulators ratings were obtained from the CQC. Each rating is based on the assessment of the 
evidence against the key lines of enquiry in the assessment framework for healthcare services and, 
for relevant non-specialist acute trusts, the use of resources assessment framework. The trust level 
ratings refer to the trust’s overall quality, based on findings under five key quality questions that CQC 
inspects (safe, effective, caring, responsive and well led). Where applicable, the CQC also awards a 
combined rating at the trust level, based on the findings of the five trust-level quality ratings plus a use 
of resources rating. Each year the CQC inspects NHS trusts, and awards each of them one of four rating 
levels (‘outstanding’, ‘good’, ‘requires improvement’ or ‘inadequate’) in five domains (‘safe’, ‘effective’, 
‘responsive’, ‘caring’ and ‘well led’), along with an ‘overall’ rating that summarised the domain ratings. 
From the CQC, we obtained published inspection ratings and corresponding inspection dates for all 
229 NHS trusts in 2019 that were inspected between January 2019 and December 2019. Over the 
inspection cycle, some NHS trusts were reinspected and their ratings updated. Only the rating from 
the first inspection was used in this study, as subsequent ratings were likely to have been influenced by 
the previous inspection process and outcomes. Data on the most recent practice inspections are freely 
available online from www.cqc.org.uk/about-us/transparency/using-cqc-data.

https://digital.nhs.uk/data-and-information/publications/statistical/nhs-workforce-statistics
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-workforce-statistics
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-vacancies-survey
https://digital.nhs.uk/data-and-information/publications/statistical/nhs-vacancies-survey
www.cqc.org.uk/about-us/transparency/using-cqc-data


144

NIHR Journals Library www.journalslibrary.nihr.ac.uk

APPENDIX 2

English indices of deprivation
Area deprivation was measured by the latest update of the IMD (i.e. 2019) and was available at the 2011 
LSOA level. The IMD is a complete and commonly used method to quantify deprivation and affluence 
for small areas in England. The IMD measures levels of deprivation for all 32,844 LSOAs in England on a 
continuous scale of deprivation and most of the indicators are based on 2012 statistics. It represents a 
combined score of deprivation out of a total of 37 separate indicators which are grouped into 7 domains, 
income, employment, education and skills, health and disability, crime, barriers to housing and services, 
and living environment, thus reflecting a different domain of deprivation experienced by individuals 
living in an area. The overall IMD is calculated as a weighted mean across the seven domains and 
different weights are applied to each domain and the measure is standardised on the scale of 0–100. 
The IMD represents every small area in England and ranks them from 1 (most deprived area) to 32,844 
(least deprived area). These area measures were assigned to trust based on trusts’ location. Trusts in our 
analysis are allocated an IMD score based on the mean IMD score of all admitted patients using data 
from HES admitted patient care database 2017.

Spatial maps
From the ONS open geography portal, we obtained digital vector boundaries for the 2019 STPs, 
generalised to 20 m and clipped to the coastline to reduce size and improve visualisation. We inputted 
the vector boundaries in Stata using the shp2dta command and calculated the centroid for each CCG in 
the British National Grid format. The centroids were converted from British National Grid easting and 
northing to longitude and latitude in degrees.

TABLE 26 National Health Service trusts with the highest and lowest locum intensity in England, 2019

Trusts with the highest locum intensity in 
England Locum intensitya

Trusts with the lowest locum intensity 
in England

Locum 
intensitya

North East London NHS Foundation Trust 0.795 Royal Papworth Hospital NHS 
Foundation Trust

0.001

Bedfordshire Hospitals Foundation Trust 0.768 Cambridgeshire Community Services 
NHS Trust

0.002

Rotherham Doncaster And South Humber 
NHS Foundation Trust

0.684 The Newcastle Upon Tyne Hospitals 
NHS Foundation Trust

0.004

Oxford Health NHS Foundation Trust 0.621 Moorfields Eye Hospital NHS 
Foundation Trust

0.009

Dudley and Walsall Mental Health 
Partnership NHS Trust

0.602 Alder Hey Children’s NHS Foundation 
Trust

0.010

North Cumbria University Hospitals NHS 
Trust

0.595 North Tees and Hartlepool NHS 
Foundation Trust

0.014

George Eliot Hospital NHS Trust 0.591 University Hospitals Bristol and Weston 
NHS Foundation Trust

0.014

North Cumbria Integrated Care NHS 
Foundation Trust

0.551 Sheffield Children’s NHS Foundation 
Trust

0.022

United Lincolnshire Hospitals NHS Trust 0.548 Leeds Community Healthcare NHS 
Trust

0.025

Pennine Acute Hospitals NHS Trust 0.548 Imperial College Healthcare NHS Trust 0.029

a Locum intensity is defined as the sum agency and bank locum shifts adjusted for the size of Trusts’ permanent doctor 
workforce.
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TABLE 27 Negative binomial regression analyses for the three outcomes in 2019, acute and mental health trusts, IRRa,b,c

Locum intensity Agency shifts Unfilled shifts

Trust-level aggregate FTE 
(reference group is quintile 1)

Reference group Reference group Reference group

Quintile 2 0.499 (0.369 to 0.676), 
< 0.001 (0.077)

1.044 (0.811 to 1.344), 
< 0.735 (0.134)

2.189 (0.967 to 4.960), 
< 0.060 (0.913)

Quintile 3 0.465 (0.321 to 0.676), 
< 0.001 (0.088)

1.044 (0.760 to 1.434), 
< 0.787 (0.169)

3.076 (1.179 to 8.023), 
< 0.022 (1.504)

Quintile 4 0.486 (0.329 to 0.716), 
< 0.001 (0.096)

0.937 (0.671 to 1.311), 
< 0.708 (0.160)

2.572 (0.937 to 7.063), 
< 0.067 (1.325)

Quintile 5 0.248 (0.157 to 0.390), 
< 0.001 (0.057)

0.859 (0.574 to 1.287), 
< 0.462 (0.177)

3.783 (1.237 to 11.572), 
< 0.020 (2.158)

Trust type (reference group is 
NHS non-specialist trust)

Reference group Reference group Reference group

NHS specialist trust 0.254 (0.176 to 0.366), 
< 0.001 (0.047)

1.600 (1.153 to 2.220), 
< 0.005 (0.268)

0.321 (0.119 to 0.866), 
< 0.025 (0.162)

Mental health trust 0.991 (0.643 to 1.233), 
< 0.487 (0.147)

1.556 (1.180 to 2.052), 
< 0.002 (0.219)

1.015 (0.457 to 2.256), 
< 0.971 (0.414)

CQC ratings (reference group 
is trusts that provide good and 
outstanding services)

Reference group Reference group Reference group

Inadequate and requiring 
improvement

1.626 (1.365 to 1.938), 
< 0.001 (0.145)

1.039 (0.899 to 1.201), 
< 0.601 (0.077)

1.329 (0.855 to 2.066), 
< 0.206 (0.299)

IMD (reference group is quintile 1, where 1 is the most deprived)

Quintile 2 1.072 (0.818 to 1.406), 
< 0.610 (0.148)

1.077 (0.859 to 1.349), 
< 0.520 (0.124)

0.585 (0.308 to 1.111), 
< 0.101 (0.191)

Quintile 3 1.138 (0.855 to 1.514), 
< 0.375 (0.166)

1.182 (0.936 to 1.494), 
< 0.159 (0.141)

0.494 (0.248 to 0.986), 
< 0.046 (0.174)

Quintile 4 1.153 (0.855 to 1.554), 
< 0.350 (0.175)

1.198 (0.933 to 1.539), 
< 0.156 (0.153)

0.948 (0.448 to 2.008), 
< 0.890 (0.363)

Quintile 5 1.038 (0.741 to 1.455), 
< 0.827 (0.179)

1.169 (0.882 to 1.550), 
< 0.278 (0.168)

0.628 (0.286 to 1.381), 
< 0.247 (0.252)

Region (reference region is 
London)

Reference group Reference group Reference group

South West 0.468 (0.328 to 0.668), 
< 0.001 (0.085)

1.595 (1.198 to 2.123), 
< 0.014 (0.233)

1.258 (0.510 to 3.103), 
< 0.618 (0.580)

South East 0.746 (0.531 to 1.048), 
< 0.092 (0.130)

1.498 (1.136 to 1.975), 
< 0.006 (0.211)

0.578 (0.262 to 1.273), 
< 0.174 (0.233)

Midlands 0.980 (0.718 to 1.337), 
< 0.896 (0.155)

1.481 (1.149 to 1.908), 
< 0.001 (0.192)

0.795 (0.371 to 1.700), 
< 0.553 (0.308)

East of England 0.815 (0.579 to 1.147), 
< 0.240 (0.142)

1.632 (1.233 to 2.161), 
< 0.001 (0.234)

0.419 (0.177 to 0.988), 
< 0.047 (0.184)

North West 0.917 (0.646 to 1.301), 
< 0.627 (0.163)

1.289 (0.964 to 1.724), 
< 0.101 (0.191)

1.176 (0.508 to 2.724), 
< 0.704 (0.504)

North East and Yorkshire 0.703 (0.491 to 1.005), 
< 0.053 (0.128)

1.450 (1.084 to 1.941), 
< 0.001 (0.215)

0.753 (0.299 to 1.901), 
< 0.549 (0.356)

Constant 0.381 (0.221 to 0.656), 
< 0.001 (0.105)

0.339 (0.219 to 0.524), 
< 0.001 (0.075)

0.065 (0.017 to 0.247), 
< 0.001 (0.045)

a All models included data on 187 trusts (observations) with robust standard errors.
b 95% CIs are in brackets; results are reported as IRRs followed by p-values and standard errors in brackets.
c Coefficients can be interpreted as proportionate changes; for example, trusts in the North West had on average 8.3% 

lower locum intensity than trusts in London.
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FIGURE 29 Mean locum intensity (bank and agency shifts combined) at trust level in 2020. Dashed line indicates the 
median (0.170) locum intensity per week per FTE across 216 NHS trusts in 2020. Eight trusts were excluded from due to 
very small or zero denominators (i.e. permanent doctor FTE).
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FIGURE 30 Mean proportion of agency shifts at trust level in 2020. Dashed line indicates the median (62.9%) proportion 
of agency shifts per week across 224 NHS trusts in 2020.
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FIGURE 31 Mean proportion of unfilled shifts at trust level in 2020. Dashed line indicates the median (8.12%) unfilled shift 
rate per week across 224 NHS trusts in 2020.
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FIGURE 32 Mean locum intensity (bank and agency shifts combined) at trust level in 2021. Dashed line indicates the 
median (μ = 0.193) locum intensity per week per FTE across 208 NHS trusts in 2021. Thirteen trusts were excluded from 
the analyses due to very small or zero denominators (i.e. permanent doctor FTE).
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FIGURE 33 Mean proportion of agency shifts at trust level in 2021. Dashed line indicates the median (μ = 55.7%) 
proportion of agency shifts per week across 221 NHS trusts in 2021.
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FIGURE 34 Mean proportion of unfilled shifts at trust level in 2021. Dashed line indicates the median (μ = 12%) unfilled 
shift rate per week across 221 NHS trusts in 2021.
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FIGURE 35 Regional variation in locum intensity (bank and agency shifts combined) at trust level in 2020. Figure includes 
data from 218 NHS trusts in 2020, adjusted for substantive doctor FTE.
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FIGURE 36 Regional variation in the proportion of agency shifts at trust level in 2020. Dashed line indicates the median 
(μ = 55.7%) proportion of agency shifts per week across 221 NHS trusts in 2021. The thick blue line represents the IQR 
(25th–75th centile). The thin line represents the rest of the distribution with upper/lower adjacent values. The white dot 
represents the median. The distribution shape of the data is based on a kernel density estimation where wider sections 
of the plot represent a higher chance that members of the population of interest will take on a given value and where 
thinner section represents lower chance. Eleven trusts were excluded from the analyses due to non-availability of data for 
permanent doctor FTE.
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FIGURE 37 Regional variation in the proportion of unfilled shifts at trust level in 2020 (figure includes data from 224 
NHS trusts in 2020). The thick blue line represents the IQR (25th–75th centile). The thin line represents the rest of the 
distribution with upper/lower adjacent values. The white dot represents the median. The distribution shape of the data 
is based on a kernel density estimation where wider sections of the plot represent a higher chance that members of the 
population of interest will take on a given value and where thinner section represents lower chance. Eleven trusts were 
excluded from the analyses due to non-availability of data for permanent doctor FTE.



152

NIHR Journals Library www.journalslibrary.nihr.ac.uk

APPENDIX 2

1

0.8

0.6

0.4

0.2

0

2021

So
u

th
 W

es
t

Lo
n

d
o

n

So
u

th
 E

as
t

E
as

t 
o

f E
n

gl
an

d

 N
o

rt
h

 E
as

t 
an

d
 Y

o
rk

sh
ir

e

M
id

la
n

d
s

N
o

rt
h

 W
es

t

Lo
cu

m
 in

te
n

si
ty

FIGURE 38 Regional variation in locum intensity (bank and agency shifts combined) at trust level in 2021. Figure includes 
data from 210 NHS trusts in 2021, adjusted for substantive doctor FTE. The thick blue line represents the IQR (25th–75th 
centile). The thin line represents the rest of the distribution with upper/lower adjacent values. The white dot represents 
the median. The distribution shape of the data is based on a kernel density estimation where wider sections of the plot 
represent a higher chance that members of the population of interest will take on a given value and where thinner section 
represents lower chance. Eleven trusts were excluded from the analyses due to non-availability of data for permanent 
doctor FTE.
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FIGURE 39 Regional variation in the proportion of agency shifts at trust level in 2021. Figure includes data from 221 NHS 
trusts in 2021.
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FIGURE 40 Regional variation in the proportion of unfilled shifts at trust level in 2021. Figure includes data from 221 
NHS trusts in 2021. The thick blue line represents the IQR (25th–75th centile). The thin line represents the rest of the 
distribution with upper/lower adjacent values. The white dot represents the median. The distribution shape of the data 
is based on a kernel density estimation where wider sections of the plot represent a higher chance that members of the 
population of interest will take on a given value and where thinner section represents lower chance. Eleven trusts were 
excluded from the analyses due to non-availability of data for permanent doctor FTE.



DOI: 10.3310/CXMK4017 Health and Social Care Delivery Research 2024 Vol. 12 No. 37

155Copyright © 2024 Allen et al. This work was produced by Allen et al. under the terms of a commissioning contract issued by the Secretary of State for Health  
and Social Care. This is an Open Access publication distributed under the terms of the Creative Commons Attribution CC BY 4.0 licence, which permits unrestricted use, 
distribution, reproduction and adaptation in any medium and for any purpose provided that it is properly attributed. See: https://creativecommons.org/licenses/by/4.0/. For 
attribution the title, original author(s), the publication source – NIHR Journals Library, and the DOI of the publication must be cited.

(2.3, 4.1)
(1.7, 2.3)

North East and Yorkshire

Locum intensity

North West

Midlands

East of England

London

South East

South West

(1.3, 1.7)
(0.5, 1.3)

FIGURE 41 Spatial map of locum intensity at the STPs level, England 2019.
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FIGURE 42 Spatial map of agency shifts at the STPs level, England 2019.
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FIGURE 43 Spatial map of unfilled shifts at the STPs level, England 2019.
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Appendix 3 Additional material for Chapter 5: 
The use of locum doctors: findings from a 
national survey of National Health Service 
trusts in England

Secondary care survey

A national survey of the use of locum doctors in the English NHS V1 12 April 2021.

This national survey about the nature, scale and scope of locum usage and management of locum 
doctors in English NHS has been funded by the National Institute for Health Research. We appreciate 
that trusts receive many questionnaires, but the findings of this survey will provide for the first time a 
comprehensive data set on the use and management of locum doctors and will provide a key input into 
policy-making and we therefore need your help. We are committed to using findings from this survey 
to inform and improve governance and working arrangements for locums. Your contributions will help 
inform future decisions about how locum employment is organised. We are asking a representative, such 
as the Medical Director/RO/Medical Staffing Lead, at all NHS trusts in England to complete this survey. 
We are interested in views about why locums are needed, the governance of locums, the safety of locum 
working and how their work is organised by employers. If you don’t know the answer to a question, 
please don’t let that stop you from answering as much as you can. You may wish to consult with a 
colleague who you feel can help to answer the questions.

Statement of confidentiality

Everything you say in this questionnaire will remain confidential. There is an ID number on the 
questionnaire so that we know who has replied and do not send out reminders unnecessarily. To ensure 
anonymity, please be assured we will not report data on individual NHS trusts. Any information that 
would permit identification of an individual or an organisation will be held strictly confidential, will be 
used only for the purposes of this study, and will not be disclosed or released to other persons or used 
for any other purpose.

Please note that by completing the survey, you are agreeing to take part in this study.

After your responses have been entered onto a secure computer database, the survey will be securely 
stored in accordance with data protection regulations and destroyed after 5 years.

If you would like to know more about the study, please contact the research team at the University of 
Manchester: Dr Jane Ferguson: jane.ferguson@manchester.ac.uk; Dr Gemma Stringer: gemma.stringer@
manchester.ac.uk.

The questionnaire will take around 15 minutes to complete.

You can stop any time you like and finish the questionnaire later.

Click on the arrow below to start the questionnaire.

mailto:jane.ferguson@manchester.ac.uk
mailto:gemma.stringer@manchester.ac.uk
mailto:gemma.stringer@manchester.ac.uk
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Q3 Where do you work? (Please be assured that this survey is confidential and we will not 
share information or report data on individual organisations.)

Q4 If your organisation is not in the list please write in

________________________________________________________________

Q5 What is your job title? (Select all that apply)

Medical Director  (1) 

Medical Staffing Manager/Officer  (2) 

Responsible Officer  (3) 

Other (please write in)  (5) 
__________________________________________________

Q6 On an average month, approximately how many doctors are working in your organisation 
(excluding locums)? (Leave blank if you don't know)

________________________________________________________________

End of Block: About you and your organisation

Start of Block: The need for locum doctors

Q7 For the purposes of this survey we will be defining a locum doctor as: a doctor in a 
temporary or fixed-term placement, engaged through a locum agency / GP Chambers / 
locum bank / internal locum bank or directly contracted by a healthcare organisation.
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Q8 How often does your organisation use locum doctors?

Never  (6) 

Sometimes  (7) 

About half the time  (8) 

Most of the time  (9) 

Always  (10) 

Display this question:

If How often does your organisation use locum doctors? = Never

Q9 If you never use locums, can you please explain why your organisation does not use locum 
doctors? (Please write in)

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

Skip To: End of Survey If Condition: If you never use locums, ca... Is Displayed. Skip To: End of Survey.

Q10 How long are locums typically engaged for at your organisation?

Often (1) Sometimes (2) Rarely (3) Never (4)

Very short term 
(single shift or 

under a week) (1) 

Short term (1
week–1

month) (2) 

Medium term 
(1–3

months) (3) 

Long term (3
months–1
year) (4) 
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Q11 What are the main reasons that you need to use locums in your organisation?

Often (1) Sometimes (2) Rarely (3) Never (4)

Because of 
difficulties 

recruiting doctors 
(1) 

Because of 
difficulties 

retaining doctors 
(2) 

To cover planned 
medical workforce 

gaps e.g. 
maternity/paternity 
leave, holiday or 

sabbatical (3) 

To cover 
absences due to 

short-term ill-
health (4) 

To cover 
absences due to 

long-term ill-health 
(5) 

To provide 
additional capacity 
to meet demand or 

need (6) 

Q40 If there are any other reasons you need to use locums in your practice please provide 
details.

________________________________________________________________
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Q12 
Rate the importance of the following factors when selecting a locum.

Extremely 
important (1)

Very 
important (2)

Moderately 
important (3)

Slightly 
important (4)

Not at all 
important (5)

Availability (1) 

Experience (2) 

Cost (3) 

Training (4) 

Familiarity 
with the 

organisation 
(5) 

Q13 On average, how much does your organisation spend on locums per month? (Please be 
assured this information will be kept confidential, not linked to individual organisations and 
only used to work out an average spend on locums.)

________________________________________________________________

Q14 Which specialties are most likely to use locum doctors in your organisation?

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________
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Q15 Do you have any comments on why these specialties use locum doctors more than other 
specialties?

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

End of Block: The need for locum doctors

Start of Block: How is the need for locum doctors met?

Q16 How frequently do you use the following ways to engage locum doctors?

Often (2) Sometimes (3) Rarely (4) Never (5)

Locum agencies 
(1) 

Word of mouth and 
personal 

recommendations 
(2) 

Doctors who have 
previously worked 
at the organisation 

(3) 

Doctors Direct 
(NHS 

Professionals) (4) 

A digital platform 
(such as Locum 

Nest) (5) 

An internal locum 
bank (6) 
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Q41 If you use any other ways to engage locums then please provide details.

________________________________________________________________

End of Block: How is the need for locum doctors met?

Start of Block: Locum Agencies
Display this question:

If How frequently do you use the following ways to engage locum doctors?  != locum agencies ( 
Never )

Q17 Which locum agencies do you use? (Please write in)

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

Display this question:

If How frequently do you use the following ways to engage locum doctors?  != locum agencies ( 
Never )

Q18 Why do you use these specific agencies? (Please write in)

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

Display this question:

If How frequently do you use the following ways to engage locum doctors?  != locum agencies (
Never )
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Q19 Please tell us about your experiences with locum agencies

Always (1) Often (2) Sometimes (3) Rarely (4) Never (5)

We typically 
select 

agencies who 
are listed as 
'framework 

suppliers' (1) 

Locum 
agencies 

provide locum 
doctors that 
match our 
needs (2) 

Locum 
agencies 
provide 
accurate 

information 
about locums 

(3) 

Display this question:

If How frequently do you use the following ways to engage locum doctors?  != locum agencies (
Never )

Q20 What are some of the advantages and/or disadvantages of using locum agencies?

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

End of Block: Locum Agencies

Start of Block: How does your organisation use and support locums?
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Q21 How familiar are you with the NHS England and Improvement guidance ‘Supporting 
organisations engaging with locums and doctors in short-term placements: A practical guide 
for healthcare providers, locum agencies and revalidation management services?’

Very familiar  (2) 

Somewhat familiar  (3) 

Slightly familiar  (4) 

Not familiar at all  (5) 

Q22 What do you think about the NHSEI guidance on locum doctors and how it is applied in 
your organisation? (Please write in)

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

Q23 Please tell us about what happens when locums are working in your 
organisation. When a locum doctor is placed in our organisation we…
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Always (7) Often (8) Sometimes (9) Rarely (10) Never (11)

Verify 
documentation 

(e.g. GMC 
registration 

and licence to 
practise, 

HPAN, identity, 
language, 

health 
clearance) (1) 

Provide an 
induction to 

enable them to 
carry out the 
work they are 

being engaged 
to do, including 

access to 
buildings and 
appropriate IT 
systems (2) 

Complete an 
end of 

placement/exit 
report (3) 

Provide 
peer/colleague 
feedback for 

the locum 
doctor at the 
end of the 

placement (4) 

Support the 
locum doctor’s 

appraisal 
preparation (5) 

Provide annual 
appraisal for 

the locum 
doctor, if 

appropriate to 
do so (in light 
of the nature 

and duration of 
the placement) 

(6) 
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Provide access 
to professional 
development 
activities (7) 

Encourage 
locum doctors 
to attend multi-

disciplinary 
team meetings 

(8) 

Inform the 
locum doctor 
and locum 

agency or RO 
(where 

relevant) about 
serious 

untoward 
incidents they 

have been 
involved in 

(even if they 
are no longer 
employed at 

my 
organisation) 

(9) 

Inform the 
locum doctor 
and locum 

agency or RO 
(where 

relevant) about 
complaints 
they have 

been involved 
in (even if they 
are no longer 
employed at 

my 
organisation) 

(10) 

Support the 
locum doctor 

to engage with 
revalidation 

systems within 
my 

organisation 
(11) 
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End of Block: How does your organisation use and support locums?

Start of Block: Your experience of locum doctors

Q24 
How do you think locums are viewed by the following people in your organisation?

Extremely 
positive (1)

Somewhat 
positive (2)

Neither 
positive nor 
negative (3)

Somewhat 
negative (4)

Extremely 
negative (5)

Colleagues (1) 

Patients (2) 

Administrators 
(3) 

Q25 Please tell us about your experiences of locum doctor working and how it compares to 
permanently employed staff by considering the following statements:
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In   your experience, when care is provided by locums rather than permanent doctors 
what effect, if any, do you think it has on the following aspects of   care?

Much better 
(1)

Somewhat 
better (2)

About the 
same (3)

Somewhat 
worse (4)

Much worse 
(5)

Adherence to 
organisational 
policies and 

guidelines (e.g.
prescribing 

guidelines) (1) 

Providing 
continuity of 

care (2) 

Avoiding drug- 
prescribing 
errors (3) 

Avoiding 
administrative 

errors (4) 

Keeping clear 
and accurate 

patient 
notes/clinical 
records (5) 

Reporting of 
adverse events 

or untoward 
incidents (6) 

Appropriateness 
of referrals (7) 

The functioning 
of the 

healthcare team 
(8) 

Workload for 
permanent 
members of 
staff in the 

healthcare team 
(9) 
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End of Block: Your experience of locum doctors

Start of Block: How you deal with concerns about locums

Q26 Please tell us about what happens when there is a low-level concern (i.e. no harm to 
patients or staff and the doctor is not at any personal risk) about a locum doctor/s in your 
organisation. When there is a low-level concern about a locum doctor in my organisation...

Always (1) Most of the 
time (2)

About half the 
time (3) Sometimes (4) Never (5)

The locum 
doctor is 
informed 
about the 
concerns 

about them 
(1) 

The concerns 
are reported 
to the locum 
agency (2) 

The concerns 
are reported 
to the GMC 

(3) 

The locum 
contract is 

ended early 
(4) 

We would not 
use that 

locum again 
(5) 

Q27 Please tell us about what happens when there is a medium-level concern (i.e. potential 
for serious harm to patients, staff or the doctor is at personal risk) about a locum doctor/s in 
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your organisation. When there is a medium-level concern about a locum doctor in my 
organisation...

Always (1) Most of the 
time (2)

About half the 
time (3) Sometimes (4) Never (5)

The locum 
doctor is 
informed 
about the 
concerns 

about them 
(1) 

The concerns 
are reported 
to the locum 
agency (2) 

The concerns 
are reported 
to the GMC 

(3) 

The locum 
contract is 

ended early 
(4) 

We would not 
use that 

locum again 
(5) 
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Q28 Please tell us about what happens when there is a high-level concern (i.e. patients, staff 
or the doctor has been harmed) about a locum doctor/s in your organisation. When there is a 
high-level concern about a locum doctor in my organisation...

Always (1) Most of the 
time (2)

About half the 
time (3) Sometimes (4) Never (5)

The locum 
doctor is 
informed 
about the 
concerns 

about them 
(1) 

The concerns 
are reported 
to the locum 
agency (2) 

The concerns 
are reported 
to the GMC 

(3) 

The locum 
contract is 

ended early 
(4) 

We would not 
use that 

locum again 
(5) 

End of Block: How you deal with concerns about locums

Start of Block: Initiatives

Q29 Are you aware of any policies or initiatives that are being used or developed by your 
organisation about the use of locums? (If yes, please tell us about them below)

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________
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Q30 In your opinion, what are the advantages and disadvantages of using locums? (Please 
write in)

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

Q31 How do you see locum doctor working changing in the future? (Please write in)

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

End of Block: Initiatives

Start of Block: Impact of the pandemic on locum employment

Q32 How has the coronavirus pandemic impacted locum employment in your organisation?

The use of locums increased in my organisation during the pandemic  (1) 

The use of locums has stayed the same in my organisation during the pandemic  (2) 

The use of locums decreased in my organisation during the pandemic  (3) 
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Q33 Has the type of work locums typically carried out in your organisation changed during the 
pandemic?

Yes  (3) 

No  (4) 

Q34 Please provide details

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

Q35 Please use the text box below to provide any other details about the use of locums in 
your organisation during the pandemic

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

End of Block: Impact of the pandemic on locum employment

Start of Block: Final comments

Q36 Is there anything we haven’t asked or anything else you would like to tell us about locum 
working in the NHS? (Please write in)

________________________________________________________________

________________________________________________________________

________________________________________________________________
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________________________________________________________________

________________________________________________________________

End of Block: Final comments

Start of Block: Thank you and submit

Q37 Thank you for your time in completing this questionnaire, your feedback is of great value 
to this work. If you want to make any changes to your answers then use the back button, 
otherwise click on the blue arrow to submit your answers.

End of Block: Thank you and submit

Start of Block: Survey report option

Q38 If you would like a copy of the survey report then please provide your e-mail address 
below. Please be assured this information will be kept confidential and your e-mail address will 
not be linked to any of your answers.

________________________________________________________________

End of Block: Survey report option

Start of Block: Interview option

Q39 If you would like to take part in an interview about your experiences of locum practice, 
please provide your e-mail address, we will be in touch to arrange an interview at a date and 
time that is convenient to you.

Interviews typically last around thirty minutes to an hour and can take place on 
Zoom/Teams/over the phone (whichever you prefer) and will be recorded with your 
permission.

Please be assured this information will be kept confidential and your e-mail address will not be 
linked to any of your answers.

________________________________________________________________

End of Block: Interview option
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Appendix 4 Additional material for Chapter 6: 
The use of locum doctors: findings from a 
national survey of general practices in England

Primary care survey

A national survey of the use of locum doctors in the English NHS V1 12 April 2021.

This national survey about the nature, scale and scope of locum usage and management of locum 
doctors in English NHS has been funded by the National Institute for Health Research. We appreciate 
that practices receive many questionnaires, but the findings of this survey will provide for the first time a 
comprehensive data set on the use and management of locum doctors and will provide a key input into 
policy-making and we therefore need your help. We are committed to using findings from this survey 
to inform and improve governance and working arrangements for locums. Your contributions will help 
inform future decisions about how locum employment is organised. We are asking a representative, 
namely the practice manager or GP partner, at all GP practices in England to complete this survey. We 
are interested in views about why locums are needed, the governance of locums, the safety of locum 
working and how their work is organised by employers. If you don’t know the answer to a question, 
please don’t let that stop you from answering as much as you can. You may wish to consult with a 
colleague who you feel can help to answer the questions.

Statement of confidentiality

Everything you say in this questionnaire will remain confidential. We ask for your ODS code on the 
questionnaire so that we know who has replied and do not send out reminders unnecessarily. To 
ensure practice anonymity, please be assured that we will not report data on individual practices. Any 
information that would permit identification of an individual or a practice will be strictly confidential, 
will be used only for the purposes of this study, and will not be disclosed or released to other persons or 
used for any other purpose.

Please note that by completing the survey, you are agreeing to take part in this study.

After your responses have been entered onto a secure computer database, the survey will be securely 
stored in accordance with data protection regulations and destroyed after 5 years.

If you would like to know more about the study, please contact the research team at the University 
of Manchester:

Dr Jane Ferguson jane.ferguson@manchester.ac.uk

Dr Gemma Stringer gemma.stringer@manchester.ac.uk

The questionnaire will take around 15 minutes to complete.

You can stop any time you like and finish the questionnaire later.

Click on the arrow below to start the questionnaire.

Start of Block: About you and your practice

mailto:jane.ferguson@manchester.ac.uk
mailto:gemma.stringer@manchester.ac.uk
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Q3 Please type in your organisation data service (ODS) code into the box below. (Please be 
assured that this survey is confidential and we will not share information or report data on 
individual practices)

________________________________________________________________

Q44 In what town/city is your practice located? (Please write in)

________________________________________________________________

Q4 What is your job title?

Practice Manager  (1) 

GP Partner  (2) 

Salaried GP  (3) 

Other (Please write in)  (5) 
__________________________________________________

Q5 How many part-time and full-time GPs are permanently employed at your practice? (Leave 
blank if you don't know)

________________________________________________________________
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Q6 What type of practice do you work in?

Single practice GP partnership  (1) 

Multiple practice GP partnership  (2) 

Joint venture between GPs and a private company  (3) 

Other (Please write in)  (4) 

Q7 Is your practice actively trying to recruit more GPs?

Yes  (1) 

No  (2) 

Don't know  (3) 

Display this question:

If Is your practice actively trying to recruit more GPs? = Yes

Q8 For how long, approximately, have you been trying to recruit more GPs?

Less than 3 months  (1) 

3–6 months  (2) 

7–12 months  (3) 

A year or more  (4) 

End of Block: About you and your practice

Start of Block: The need for locum doctors

Q9 For the purposes of this survey we will be defining a locum doctor as: a doctor in a 
temporary or fixed-term placement, engaged through a locum agency / GP Chambers / 
locum bank / internal locum bank or directly contracted by a healthcare organisation.
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Q10 How often does your practice use locum doctors?

Never  (6) 

Rarely  (7) 

Sometimes  (8) 

Often  (9) 

Always  (10) 

Display this question:

If How often does your practice use locum doctors?  = Never

Q11 If you never use locums, can you please explain why your practice does not use locum 
doctors? (Please write in)

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

Skip To: End of Survey If Condition: If you never use locums, ca... Is Displayed. Skip To: End of Survey.

Q12 How many sessions are provided by locums per week?

________________________________________________________________

Q13 How long are locums typically engaged for at your practice?

Often (1) Sometimes (2) Rarely (3) Never (4)

Very short term 
(single session or 
under a week) (1) 

Short term (1
week–1

month) (2) 

Medium-term 
(1–3 

months) (3) 

Long term (3
months–1
year) (4) 
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Q14 What are the main reasons that you need to use locums in your practice?

Often (1) Sometimes (2) Rarely (3) Never (4)

Because of 
difficulties 

recruiting doctors 
(1) 

Because of 
difficulties 

retaining doctors 
(2) 

To cover planned 
medical workforce 

gaps e.g. 
maternity/paternity 
leave, holiday or 

sabbatical (3) 

To cover 
absences due to 

short-term ill-
health (4) 

To cover 
absences due to 

long-term ill-health 
(5) 

To provide 
additional capacity 
to meet demand or 

need (6) 

Q42 If there are any other reasons you need to use locums in your practice please provide 
details.

________________________________________________________________
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Q15 Rate the importance of the following factors when selecting a locum.

Extremely 
important (1)

Very 
important (2)

Moderately 
important (3)

Slightly 
important (4)

Not at all 
important (5)

Availability (1) 

Experience (2) 

Cost (3) 

Training (4) 

Familiarity 
with the 

organisation 
(5) 

Q16 On average, how much does your practice spend per month on locums? (Please be 
assured this information will be kept confidential, not linked to individual practices and only 
used to work out an average spend on locums.)

________________________________________________________________

End of Block: The need for locum doctors

Start of Block: How is the need for locum doctors met?
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Q17 How frequently do you use the following ways to engage locum doctors?

Often (2) Sometimes (3) Rarely (4) Never (5)

Locum agencies 
(1) 

Word of mouth and 
personal 

recommendations 
(2) 

Doctors who have 
previously worked 
at the practice (3) 

A digital platform 
(such as Locum 

Nest) (5) 

A locum chambers 
(6) 

Q43 If you use any other ways to engage locums then please provide details.

________________________________________________________________

End of Block: How is the need for locum doctors met?

Start of Block: Locum Agencies
Display this question:

If How frequently do you use the following ways to engage locum doctors?  != locum agencies [ 
Never ]

Q18 Which locum agencies do you use? (Please write in)

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________
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Display this question:

If How frequently do you use the following ways to engage locum doctors?  != locum agencies ( 
Never )

Q19 Why do you use these specific agencies? (Please write in)

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

Display this question:

If How frequently do you use the following ways to engage locum doctors?  != locum agencies ( 
Never )

Q20 Please tell us about your experiences with locum agencies

Always (1) Often (2) Sometimes (3) Rarely (4) Never (5)

We typically 
select 

agencies who 
are listed as 
'framework 

suppliers' (1) 

Locum 
agencies 

provide locum 
doctors that 
match our 
needs (2) 

Locum 
agencies 
provide 
accurate 

information 
about locums 

(3) 
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Display this question:

If How frequently do you use the following ways to engage locum doctors?  != locum agencies ( 
Never )

Q21 What are some of the advantages and/or disadvantages of using locum agencies?

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

End of Block: Locum Agencies

Start of Block: How does your practice use and support locums?

Q22 How familiar are you with the NHS England and Improvement guidance ‘Supporting 
organisations engaging with locums and doctors in short-term placements: A practical guide 
for healthcare providers, locum agencies and revalidation management services?’

Very familiar  (10) 

Somewhat familiar  (11) 

Slightly familiar (12) 

Not familiar at all  (14) 

Q23 What do you think about the NHSEI guidance and how it is applied in your 
practice? (Please write in)

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________
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Q24 Please tell us about what happens when locums are working in your practice. When a 
locum doctor is placed in our practice we…

Always (7) Often (8) Sometimes (9) Rarely (10) Never (11)

Verify 
documentation 

(e.g. GMC 
registration 

and licence to 
practise, 

HPAN, identity, 
language, 

health 
clearance) (1) 

Provide an 
induction to 

enable them to 
carry out the 
work they are 

being engaged 
to do, including 

access to 
buildings and 
appropriate IT 
systems (2) 

Complete an 
end of 

placement/exit 
report (3) 

Provide 
peer/colleague 
feedback for 

the locum 
doctor at the 
end of the 

placement (4) 

Support the 
locum doctor’s 

appraisal 
preparation (5) 

Provide annual 
appraisal for 

the locum 
doctor, if 

appropriate to 
do so (in light 
of the nature 

and duration of 
the placement) 

(6) 
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Provide access 
to professional 
development 
activities (7) 

Encourage 
locum doctors 
to attend multi-

disciplinary 
team meetings 

(8) 

Inform the 
locum doctor 
and locum 

agency or RO 
(where 

relevant) about 
serious 

untoward 
incidents they 

have been 
involved in 

(even if they 
are no longer 
employed at 
my practice) 

(9) 

Inform the 
locum doctor 
and locum 

agency or RO 
(where 

relevant) about 
complaints 
they have 

been involved 
in (even if they 
are no longer 
employed at 
my practice) 

(10) 

Support the 
locum doctor 

to engage with 
revalidation 

systems within 
my practice 

(11) 

End of Block: How does your practice use and support locums?

Start of Block: Your experience of locum doctors
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Q25 How do you think locums are viewed by the following people in your practice?

Extremely 
positive (1)

Somewhat 
positive (2)

Neither 
positive nor 
negative (3)

Somewhat 
negative (4)

Extremely 
negative (5)

Colleagues (1) 

Patients (2) 

Administrators 
(3) 

Q26 Please tell us about your experiences of locum doctor working and how it compares to 
permanently employed staff by considering the following statements:
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In   your experience, when care is provided by locums rather than permanent doctors 
what effect, if any, do you think it has on the following aspects of   care?

Much better 
(1)

Somewhat 
better (2)

About the 
same (3)

Somewhat 
worse (4)

Much worse 
(5)

Adherence to 
practice policies 
and guidelines 

(e.g. 
prescribing 

guidelines) (1) 

Providing 
continuity of 

care (2) 

Avoiding drug- 
prescribing 
errors (3) 

Avoiding 
administrative 

errors (4) 

Keeping clear 
and accurate 

patient 
notes/clinical 
records (5) 

Reporting of 
adverse events 

or untoward 
incidents (6) 

Appropriateness 
of referrals (7) 

The functioning 
of the 

healthcare team 
(8) 

Workload for 
permanent 
members of 
staff in the 

healthcare team 
(9) 

End of Block: Your experience of locum doctors
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Start of Block: How you deal with concerns about locums

Q27 Please tell us about what happens when there is a low-level concern (i.e. no harm to 
patients or staff and the doctor is not at any personal risk) about a locum doctor/s in your 
practice. When there is a low-level concern about a locum doctor in my practice...

Always (1) Most of the 
time (2)

About half the 
time (3) Sometimes (4) Never (5)

The locum 
doctor is 
informed 
about the 
concerns 

about them 
(1) 

The concerns 
are reported 
to the locum 
agency (2) 

The concerns 
are reported 
to the GMC 

(3) 

The locum 
contract is 

ended early 
(4) 

We would not 
use that 

locum again 
(5) 
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Q28 Please tell us about what happens when there is a medium-level concern (i.e. potential 
for serious harm to patients, staff or the doctor is at personal risk) about a locum doctor/s in 
your practice. When there is a medium-level concern about a locum doctor in my practice...

Always (1) Most of the 
time (2)

About half the 
time (3) Sometimes (4) Never (5)

The locum 
doctor is 
informed 
about the 
concerns 

about them 
(1) 

The concerns 
are reported 
to the locum 
agency (2) 

The concerns 
are reported 
to the GMC 

(3) 

The locum 
contract is 

ended early 
(4) 

We would not 
use that 

locum again 
(5) 
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Q29 Please tell us about what happens when there is a high-level concern (i.e. patients, staff 
or the doctor has been harmed) about a locum doctor/s in your practice. When there is a high- 
level concern about a locum doctor in my practice...

Always (1) Most of the 
time (2)

About half the 
time (3) Sometimes (4) Never (5)

The locum 
doctor is 
informed 
about the 
concerns 

about them 
(1) 

The concerns 
are reported 
to the locum 
agency (2) 

The concerns 
are reported 
to the GMC 

(3) 

The locum 
contract is 

ended early 
(4) 

We would not 
use that 

locum again 
(5) 

End of Block: How you deal with concerns about locums

Start of Block: Initiatives

Q30 Are you aware of any policies or initiatives that are being used or developed by your 
practice about the use of locums? (Please write in)

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________
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Q31 In your opinion, what are the advantages and disadvantages of using locums? (Please 
write in)

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

Q32 How do you see locum doctor working changing in the future? (Please write in)

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

End of Block: Initiatives

Start of Block: Impact of the pandemic on locum employment

Q33 How has the coronavirus pandemic impacted locum employment in your practice?

The use of locums increased in my practice during the pandemic  (1) 

The use of locums has stayed the same in my practice during the pandemic  (2) 

The use of locums decreased in my practice during the pandemic  (3) 
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Q34 Has the type of work locums typically carry out in your practice changed during the 
pandemic? (Please write in)

Yes  (6) 

No  (7) 

Q35 Please provide details

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

Q36 Please use the text box below to provide any other details about the use of locums in 
your practice during the pandemic

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

________________________________________________________________

End of Block: Impact of the pandemic on locum employment

Start of Block: Final comments

Q37 Is there anything we haven’t asked or anything else you would like to tell us about locum 
working in general practice? (Please write in)

________________________________________________________________

________________________________________________________________

________________________________________________________________
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________________________________________________________________

________________________________________________________________

End of Block: Final comments

Start of Block: Thank you and submit

Q38 Thank you for your time in completing this questionnaire, your feedback is of great value 
to this work. If you want to make any changes to your answers then use the back button, 
otherwise click on the blue arrow to submit your answers.

End of Block: Thank you and submit

Start of Block: Survey report option

Q39 If you would like a copy of the survey report then please provide your e-mail address 
below. Please be assured this information will be kept confidential and your e-mail address will 
not be linked to any of your answers.

________________________________________________________________

End of Block: Survey report option

Start of Block: Interview option

Q69 If you would like to take part in an interview about your experiences of locum practice 
please provide your e-mail address and we will be in touch to arrange an interview at a date 
and time that is convenient to you. Interviews typically last around 30 minutes to an hour 
and can take place on Zoom/Teams/over the phone (whichever you prefer) and will be 
recorded with your permission. Please be assured this information will be kept confidential 
and your e-mail address will not be linked to any of your answers.

________________________________________________________________

End of Block: Interview option
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Appendix 5 Additional material for Chapter 7: 
Locum doctors in the National Health Service: 
qualitative findings on quality and safety

Interview schedules

Focus group patient and carer schedule
Note to facilitators: Please refer back to these notes just before the group is due to meet to refresh 
your memory.

One member of the project PPI forum will lead the group and ask the questions, while a member of the 
University of Manchester research team, Jane Ferguson or Gemma Stringer, will support the interviewer. 
Jane or Gemma will take responsibility for the recruitment of participants, issuing participants with 
participant information sheets and consent forms, taking consent from focus group participants, 
handling the recording equipment, making field notes and transferring sound files.

Remember to take a note of the date and case study site that the focus group is related to and record on 
the audio.

It is important to remember that you are seeking to explore the viewpoint of the group. You should try 
to get everyone involved in the discussion; however, this does not mean that everyone must have the 
same view. You need to explore both majority and minority views.

Before the group assembles
Jane or Gemma will ensure participants have received and completed the relevant paper work before 
the focus group meets, for example participant information sheets and consent forms, P20 forms so 
they can claim payment. They will test the recording equipment to make sure it is working and that the 
sound is recording at an acceptable level.

Preparing to start the session
If the focus group is taking place by a platform such as Zoom or MS Teams, to encourage discussion, ask 
all participants to keep their microphones and cameras on wherever possible. To facilitate discussion 
virtually, focus groups will be kept to a maximum of four participants.

Once people are settled, check with the group whether they all know each other. If not, start by going 
round the group and getting everyone to introduce themselves.

Make sure that everyone is comfortable before you start and that everyone can see and hear each other. 
Read out the statement on confidentiality:

Opinions expressed will be treated in confidence among project staff for the purpose of understanding 
patient and carer experiences and views of locum doctors. All responses will remain anonymous. Please 
don’t refer to any individual patients or doctors by name or name a specific hospital or practices. Also, 
please don’t describe any serious unsafe practices that led to serious harm that haven’t already been 
dealt with through the proper channels as we will be obliged to report it.

Check that there are no objections to the use of the audio recorder; then Jane or Gemma will switch it on.
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Introduction to the session
Start off by reiterating the purpose of the focus group:

I’m very grateful to you all for sparing time to talk about your views and experiences of locum 
doctors and how locum working might impact care. The purpose of this focus group is to better 
understand patients’ and carers experiences of locum doctors and their views of locum working. This 
understanding will help to find ways to improve the working arrangements for locum doctors and the 
quality and safety of patient care that they provide. I would like to concentrate on discussing what you 
think about locums before going on to discuss any experiences you might have had. There are no right 
or wrong opinions; this discussion is confidential and we would like you to feel comfortable saying 
what you really think and how you really feel.

Perceptions of locum working
What comes to mind when you think about locum doctors?

Prompt: What do you think a locum doctor is? (i.e. how would you define one).

Accessing care
Do the group think patients and carers generally know when they are seeing a locum?

Prompt: How did you know they were a locum?

Do you think you should be told when the doctor is a locum? If so, why?
Have you ever made another appointment with your regular doctor after seeing a locum? If so, why/why 

not?
Have you ever refused an appointment because it was with a locum? If so, why?
Have you ever not gone to the doctor because your regular doctor wasn’t available? If so, why/why not?
Are there particular circumstances when you would prefer to see your regular doctor or permanently 

employed doctor rather than a locum? Which circumstances would you be happy to see a locum, 
and when would you rather see your regular doctor?

Critical incident question: experiences of locum doctors
The overall aim of this research is to better understand the quality and safety of locum practice and how 
locum working might affect care. Can you describe a time, whether it be positive or negative, when care 
was provided by a locum?

Do you think there are any differences in how care is provided when permanent staff are employed in 
comparison to when locums are employed? Can you describe any differences and what these differences 
have meant for you or the person you were caring for?

Prompt: If there was a problem, what happened next? How was it dealt with?

Challenges and opportunities
Why do you think some organisations are more reliant on locums than others?

What challenges do you think a locum doctor might face?

What would a good consultation with a locum look like?

Because they might not know you, are there any key questions the locum should ask?

How do you think locums should be supported to provide safer care?

What do you think should change to make care safer for patients when locums are delivering care?
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Anything else
Has taking part in this focus group changed how you think about locum doctors/changed how you might 
make appointments in the future?

If there is anything we haven’t covered that you would like to talk about?

Summarise the discussion and check in with participants if there are any key issues that study team 
should focus on.

Ending the session
Finally, thank participants for their time and reiterate that the discussion is confidential.

Jane or Gemma will submit the recording to the transcription service.

Locum doctor interview schedule.

Thank you for agreeing to take part in this project. I’d like to confirm that you have read the 
participant information sheet and check whether you have any questions about the study? This 
interview/focus group should last approximately 1 hour. We’d like to remind you that the information 
collected from interviews and focus groups will be kept strictly confidential, and your responses 
will be pseudonymised, so you will not be identifiable in any published data. Any discussions that 
take place during the study are confidential. However, if you were to tell us something that could 
put someone at risk of harm, or reveal unsafe practice that has not been reported through the 
usual procedures, the researcher might be professionally obliged to report the incident through the 
normal risk management procedures. Information that indicates harm to patients or professional 
misconduct will be disclosed by the research team as part of a safeguarding process, in accordance 
with established good research practice and with the University of Manchester’s own policy on 
whistleblowing and public interest disclosure. If this happens, the interview will be stopped and we 
will discuss with you what we intend to do.

Narrative question
Could you spend 5–10 minutes telling me about your career?

What are your plans for the future?

Prompt: Can you tell me more about your decision to become a locum doctor?

Finding work and induction
How do you find work? For example do you work with an agency? Word of mouth? How do you choose 
the agencies you work for?

Tell me about the places you work in? How do you choose them?

Are you typically offered induction? Are you typically offered a paid induction?

Tell me about your experiences of induction, for example are you provided with details of where things 
are, who people are, login details and/or more complete induction processes

What does a good induction look like?

What should be included in induction to make it safer/easier for you to work?
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Experiences of locum working
What would you say the key differences were between working permanently and working as a locum?

Prompts: What are the advantages and disadvantages of locum work for you? What are the advantages 
and disadvantages of locum work for patients?

What have been your pre-COVID and during the pandemic experiences of being a locum?

Do patients know you are a locum? Do you tell them?

How do patients usually respond to you as a locum?

How do staff respond?

Are you usually included in multidisciplinary team (MDT) activities, meetings and/or 
educational activities?

What types of staff training if any are you offered? For example statutory/mandatory, for example 
information governance; general professional basics, for example safeguarding and basic life support; 
general CPD opportunities.

Who do you revalidate through? Do you feel well supported in this? Has this been impacted by 
the pandemic?

For a provider where you have not worked before do you undertake any preparatory work?

How are you supported in your clinical work? For example peer clinical advice and/or navigating the 
local system.

Prompt: Who do you usually go to if you need support?

What would happen if there was a clinical problem with your work?

What has happen if there was a general problem with your work?

Do you get to hear about complements and complaints?

What happens when you reach the end of placement? Do you get feedback?

Critical incident question
The overall aim of this research is to provide evidence on the quality and safety of medical locum 
practice and the implications of medical locum working for health service organisation and delivery. Can 
you describe a time, whether it be positive or negative, when working as a locum, or how your work was 
organised by the organisation you worked for, had implications for the quality and safety of care?

Probes for critical incident question
What happened next?

Who was involved?

What did the organisation do?

What was the outcome?
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How did that make you feel?

Why did this situation happen in this way?

What could have made the action more effective?

Locum working and the pandemic

What has been the impact of the pandemic on your work as a locum?

Initiatives

Are you aware of any policies or initiatives that are being used or developed to improve how locums are 
used by organisations?

What would you like to see included in any initiatives?

Anything else?

Is there anything else you’d like to add or anything that we haven’t covered?

Professionals interview schedule

Thank you for agreeing to take part in this project. I’d like to confirm that you have read the participant 
information sheet and check whether you have any questions about the study? This interview should 
last approximately 1 hour. We’d like to remind you that the information collected from interviews will 
be kept strictly confidential, and your responses will be pseudonymised, so you will not be identifiable 
in any published data. Any discussions that take place during the study are confidential. However, if 
you were to tell us something that could put someone at risk of harm, or reveal unsafe practice that 
has not been reported through the usual procedures, the researcher might be professionally obliged to 
report the incident through the normal risk management procedures. Information that indicates harm 
to patients or professional misconduct will be disclosed by the research team as part of a safeguarding 
process, in accordance with established good research practice and with the University of Manchester’s 
own policy on whistleblowing and public interest disclosure. If this happens, the interview will be 
stopped and we will discuss with you what we intend to do.

How does your job relate to locum working?
Tell me about what you do and how your job relates to locums? For example do you have hiring 
responsibilities, governance responsibilities; do you work alongside locums?

(Depending on the nature of the involvement with locum doctors) Can you describe the process of 
recruitment/induction/governance/integration with the team?

Perceptions of locum working
When you think about locums, what comes to mind?

Why do you think doctors choose to work as locums?

Would you say there were different ‘types’ of locum?

Have you ever worked as a locum? If so, why?

Would you ever work as a locum? Why? Why not?
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How do staff respond to locums?

Why are locums needed where you work?

Why are locums needed in your organisation?

Where are they most likely to work?

Does the need for locums differ across specialties? Why?

What types of work do they usually do?

Patients and locums

How do patients respond to locum doctors?

Do patients know when they’re seeing a locum?

Do you think patients should know or need to know?

Do locums typically find out if patients complement them or complain about them?

Critical incident question

The overall aim of this research is to provide evidence on the quality and safety of medical locum 
practice and the implications of medical locum working for health service organisation and delivery. Can 
you describe a time, whether it be positive or negative, when locum working, or how a locum was engaged 
by your organisation, has had implications for the quality and safety of care?

Do you think there are any differences in how services are delivered when permanent staff are employed 
in comparison to when locums are employed? Can you describe any differences and the implications?

What happens when things go wrong or right?
If there is a problem with a locum, what happens next?

Prompt: What happens if there is a complaint or a serious untoward incident (SUI) involving a locum? 
What do you do in this situation?

Would you say there are any typical issues when it comes to locum working? What are they?

Does the locum typically find out if they were involved in a SUI?

Prompts: Who deals with this?

What benefits do locums bring to your organisation?

How do you capture their knowledge and share it with others?

Governance and support for locums

How does your organisation support locums?

What sort of support do you think locums should have?
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Are locums included in CPD where you work?

Do locums attend MDT meetings and events?

Impact of the pandemic

How has the pandemic impacted on locum working where you work?

Initiatives

Are you aware of any policies or initiatives that are being used or developed to improve how locums are 
used by organisations?

What would you like to see included in any initiatives?

Anything else?

Is there anything else you’d like to add or anything that we haven’t covered?

Thank you for taking part

Additional participant quotations

Theme Example quotes

Familiarity and 
continuity: knowing: 
who, where and how

Every geographical area has different health conditions that affect that community. So if you were in 
a predominantly black community, strokes will probably be high in the elderly community. If you’re in 
a South Asian community, diabetes is very common and so is blood pressure. So we just need to be 
mindful of knowing the local knowledge. Because some of these locums come in and they’re like, oh, 
I’ve travelled 40 miles to get here and I haven’t got a clue and this is my second time I’ve come in this 
area. I’m like, and you’re supposed to understand what are the dynamics and all the issues. Because 
sometimes GPs say things without realising. Like they’ll say, oh, have you thought of this? And you’re 
like, we don’t have that in this area … So they need to have local knowledge what is available, what is 
affordable, what are the income levels, what is the deprivation like of that area. Sometimes they make 
suggestions and they’re not suitable for the patient because it’s not part of their lifestyle or their local 
area. (Patient 6, Focus Group A)

Often, as a consultant, I haven’t seen their CV, I haven’t been involved in appointing them for this locum 
shift. So look, I’m going to assume that they’ve got GMC registration. I’m going to assume that they’ve 
got negligence liability insurance. And I’m going to assume that they’ve been vetted and therefore, even 
though I’ve got grave misgivings about their ability, the system has put them in a position whereby 
they’re here. And whether I like it or not it is by far the path of least resistance for me to suck it up and 
let them get on with it. (Interview 28, Consultant, Secondary Care)

The biggest sort of safety aspect that sticks in my mind, is that it is unbelievably frustrating to have to 
learn a whole new set of patients from day to day. And again, like I say, at the start, when I was signed 
up to four different hospitals, plus the locum agencies, I very quickly realised that not only is it the fact 
that you don’t know the patients from day to day, if you’re chopping and changing site the whole time, 
then store cupboard are laid out differently, ways of contacting relevant staff members are different, 
you’ve got to recognise what code to put in to bleep someone that’s different at every single site … So 
that’s why, pretty quickly in my F3 year, I decided, no, no, this is the hospital I’m going to work at, and 
I’m just going to stick with this hospital the whole of the way through, essentially. And that’s helped a 
lot with regards to that idea of consistency and knowing how to do what you need to do, essentially. 
(Interview 23, Locum, Secondary Care)

I think when you get a lot of overseas … We try not to appoint many that haven’t got NHS experience, 
but I remember when I was at the [hospital name] there were some when we were desperate and it’s 
just the, kind of … We expect them to come in as a locum and hit the ground running, provide a service 
and go … they were working at … kind of, put themselves down at a certain grade and they’d done that 
certain grade over in their home country but then they’ve come over here and there’s misinterpretation. 
They weren’t probably working at that level … (Interview 22, Medical Staffing, Secondary Care)
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Lots of the doctors who have trained overseas, who come to the UK – particularly doctors who don’t 
have English as their first language – describe culture being the most difficult thing to get to grips with 
in the UK. And this is not just locums, it’s across the board. The way in which our system treats its staff 
and its patients and the expectations of, you know, everybody on everybody else, is unique to the UK, 
I think. And it’s unwritten and it’s not really described and it’s nuanced and it’s a flipping minefield, 
you know? I absolutely take my hat off to anybody who even tries to navigate it when they’re not an 
NHS native, if you like. And that’s very, very difficult and it definitely plays out a bit with locums as 
well, because, again, it’s a little bit back to why are they a locum, but people who, for whatever reason, 
haven’t been able to get a permanent or a long-term contract will locum. And I don’t blame them; that’s 
what I’d do. But if they haven’t got a really good handle on that culture and the way to navigate it, I 
think it’s just absolutely riddled with potholes for them to fall into. (Interview 28, Consultant, Secondary 
Care)

It’s very different in different places, but there’s a bit of a spectrum of how much you are engaged day 
to day and how much they’ll engage with you, which arguably should be the other way round, should be 
the less you are there, the more they should engage with you to try and make you feel secure and be as 
good as you can be, because sometimes you’re set up to fail. (Interview 35, Locum GP, Primary Care)

I’ve not had any induction which I actually think is an issue … I got absolutely torn apart by a consultant 
one morning because I had referred a patient to the wrong bit of the hospital, they were getting 
admitted and they were like, oh we should have done this. I was like I didn’t know that, if you’re not 
going to tell me these things then … (Interview 36, Locum, Secondary Care)
I always went in as a SHO because I didn’t know the hospitals, and of course, quickly when they realised 
that I worked as a more senior grade, they wanted me to work more senior. (Interview 56, Locum, 
Secondary Care)

Efficiency, empower-
ment and displaced 
work

I don’t know if it’s a sort of, brave act or just a bit stupid but I’ve worked alongside people who’ve 
shown up and they are like, I’ve not worked in the region before. And I’m just like, okay, so … you try 
and do, sort of, a quick induction but I’ve worked shifts before where people haven’t had IT logins, so 
they’re spending the first two or three hours of their shift on the phone to IT to try and get setup with 
the computers. And that can be particularly difficult, particularly as a lot of trusts move towards more 
online systems, so not just electronic prescribing, but electronic observations, all clinic letters going 
online, all notes going online sometimes. So, it can be quite a hindrance if people aren’t familiar with 
the systems or already setup. And, obviously, there’s the information governance issue that means that 
you can’t just log someone in under your account, if you like, just get started. So, it’s that time spent 
of someone trying to get used to the systems and get access to the systems that is a bit of time being 
wasted. (Interview 57, Locum, Secondary Care)

And sometimes, you’re having to ask other staff to order it for you. Can you order bloods on, da, da, 
da, da, ’cause I can’t get in the system? … Because you might have to wait on someone else to look 
something up for you, and you haven’t got time to do that. So, you just revert to what you know, if 
you see what I mean? Oh well, I used to do that in that hospital, so this is what I’m doing in this one, 
because I can’t get to see how it’s done. But, as I say, that’s one of my reasons for working at a level 
down, so that there’s always somebody there who’s ultimately responsible, if you get what I mean? 
(Interview 56, Locum, Secondary Care)
I: Can you trace the prescribing or a referral or, you know, whatever tests that’s been ordered back to a 
locum? … Would they know it was you who’d prescribed from your ID card?

R: No, you’d just go in as locum X or locum number one and it wouldn’t be … yeah. What’s annoying 
as well is that when I’m using these cards, there’s certain things as a consultant, it has to be 
consultant-only prescription and I can’t prescribe things. Even simple opioids which, you know, as an 
anaesthetist, I would prescribe all the time, I wasn’t allowed to prescribe. And so I had to get one of 
the trainees to do it, which was a bit of a … which is unreasonable considering, you know, I’m paid 
significantly more than them, why … it should be the responsibility of an employer to make sure that I’m 
competent, I can do my job. But then they’ve got to … you know, to get the most out of me, they need 
to give me the resources that I need to do the job. There’s no point in appointing somebody and then 
telling them they can’t do anything, which is what happens. (Interview 24, Locum, Secondary Care)

You build, frustration amongst substantive staff because they’re having to pick up pieces, they’re having 
to give access to systems. They might have to put themselves in a slightly compromised position by 
lending a login or something like that. And that all feeds into that thing of they’re getting paid more, 
they’re doing less, they’re making more work for all of us, which is not really ultimately what the purpose 
of locum work is at all. It’s filling in gaps and I say it is a very beneficial service. But unique to medicine I 
think it is very challenging. (Interview 54, Locum, Secondary Care)
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Continuity and 
discontinuity

I do have a concern though and maybe even a fear that you don’t have the continuity. When you have 
a rare condition, the one thing you want is continuity or faith in somebody understands the neurological 
condition that you have, in my case. And that continuity hasn’t been there. And it worries me when I 
see a locum, they only … they can only look at the records and sometimes they’re not as up-to-date as 
the last time you went to see the consultant. So it concerns me that you’ve got to spend time going over 
stuff … And sometimes you forget, oh, I should have mentioned this, should have mentioned that, which 
is relevant. And it’s a fear really and a concern that there isn’t … because you’ll never see the same 
locum again. And they’re not accountable, they come and they go. (Patient 5, Focus Group A)

Dr Bloggs has always done things this way and, oh my g*d, he never does this or he never does that … 
I’ve worked in practices and I’m a bit of an outlier in terms of things like prescriptions for antibiotics, 
fit notes and hypnotics, diazepam and zopiclone, I’m very much an outlier, an outlier in a good sense 
because I’m very strict about these things, whereas it’s the easiest thing in the world to dash off a pre-
scription or a sick note and be done with it, but I scrutinise it. And as a result, I’ve become enormously 
unpopular amongst some circles because the patients then grumble, that feeds through to management 
and they’re breathing down my neck, and when there’s a culture of appeasement and just doing what 
the easiest thing is around the patients, then it does upset the apple cart to have an awkward person 
like me almost putting a finger up and saying this is how we should properly do it. (Interview 58, Locum 
GP, Primary Care)

I think it’s in the things that go unsaid, you know, like you don’t get asked to come to teaching, you’re 
not really included in certain discussions about how things are done. And I think as a locum, you end 
up, even if you don’t move hospitals that much necessarily, but you work on different wards and you 
see people do things in different ways, and sometimes certain things work better than other things, but 
for some reason there’s no like, it’s very difficult to have a conversation with someone and be like, oh, 
you know, have you thought about doing this, and getting anything of that? It’s usually just kind of like, 
oh this is how we do things and we’re too busy to consider changing thing or whatever. (Interview 13, 
Locum, Secondary Care)

I remember coming in to one of my hospitals … and they were giving a child phosphate. And I said to 
them, but that’s not how we do it anymore, there’s been a change in practice. And they looked at me 
as though I was completely bonkers … Then I discovered that one of the consultants, another one, not 
the one I’d spoken to, was aware of it, and together we got on top of it, and I helped them put together 
a new protocol. But it was finding the right people to support me. Because the first person I went to 
batted it away … So, it all depends on whether you can find the person that’s open to change. (Interview 
56, Locum, Secondary Care)

We’ve seen some cases though where a locum’s come in to fill in for somebody where they’ve absolutely 
identified a bag load of problems with the practice of the individual that they’re covering for. So actually 
they can be very good at highlighting deficiencies that have probably been concealed or circumnavi-
gated for years. And so that makes it more challenging … when you can identify not necessarily just as 
a whistle-blower but you can see where there are suboptimal things happening that you then have the 
challenge of raising when you’re a newcomer, your status and tenure is different from your peers and 
you’re the new kid on the block coming in sort of saying things that clearly are going to be challenging to 
hear. (Interview 34, NHS Advisor)

I think where we should be learning from agency doctors is these doctors are travelling around other 
trusts in the country and so there’s some learning for the organisation to be had on how things work 
elsewhere, what sort of models are in place, and where we can pull on that. I think there’s some really 
valuable knowledge, but I just don’t think anybody sees them as a permanent part of the organisation, 
so you can’t plan with an agency consultant, because your plan is always to recruit into that post on 
a permanent basis, and with some of the agency doctors you’d love to recruit them into that post, 
but that’s not what they want. That is not their agenda. (Interview 91, Medical Education Manager, 
Secondary Care)

Balance and stability It’s not the most efficient form of medicine. And it’s not, neither for patients nor for doctors and the 
practices, or the NHS as a whole. So, you know, but I think … I think it’s something, having an NHS run 
by locums would not be desirable … They need to be used judicially in practices. I think practices that 
use them all the time, and I’m working in one that does that, I just don’t think they’re going to work 
efficiently. I don’t know what happens to all the patients in this practice; there’s a lot of them and there’s 
very few doctors, so, I don’t know whether they all turn up at A&E and urgent care, but then again, I 
don’t see that because I just go in and do a job and leave at the end of the day and I don’t know, I don’t 
see any of the stats, figures, feedback, or whatever. (Interview 81, Locum GP, Primary Care)
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I think there’s much more service development and quality improvement with permanent staff. Again, 
there will clearly be exceptions to this, but locums tend to turn up, they do the shift, they go home. 
Whereas when you really want to drive improvements in patient care, it’s the permanent staff who do 
that. If you get a department that is disproportionately locum dependent, then it stagnates, it doesn’t 
progress. Things like implementation of new NICE guidance, for example, that sort of thing tends not 
to happen or happen less well, less quickly. So a big well-functioning, I’m talking more about the sort of 
consultant level, specialty doctor level, a big well-functioning established team can easily carry a couple 
of locums without, I think, there being any impact at all. Whereas a small team perhaps one of the 
small medical specialties where you might only have one permanent neurologist in a small DGH and the 
other capacity of the service is being delivered by a string of locums, then it’s really hard to expect that 
one person who’s trying to keep the whole service afloat and to a certain extent monitor the locums 
work and drive change and improvement. It’s just too big an ask. (Interview 30, Responsible Officer, 
Secondary Care)

I worked in a practice where there was one full time GP and everyone else was a locum, so a patient 
might see six different doctors for one problem over a period of six weeks or something. So if it’s like that 
and there’s a total lack of continuity, and I have to say that those practices I tend not to work in for my 
own satisfaction and just safety actually. Because there’s a safety quality aspect from the locum but 
there is also a big one from the practice perspective. So I as a locum if I feel the practice is not aligned 
with how I like … I have a certain standard of how safe and decent I think a practice is in terms of the 
quality of their notes, the staffing levels, their systems, and if it doesn’t meet that then I won’t work 
there, and I have been in a practice like that. (Interview 59, Locum GP, Primary Care)

What support or protection do organisations get when our staffing levels drop down that low to say, 
actually, we can’t deliver this service safely, or we’re trying to do it to the best of our ability … There’s 
always a real focus on our nurse staffing and how we make sure that we staff our wards effectively, and 
yet doctors for some reason are just meant to be able to spread themselves out thinner and thinner and 
thinner and thinner, and it just doesn’t seem … it doesn’t seem right, doesn’t feel like there’s any sort 
of support or safety net as it were for the organisations. Because ultimately this is about our patients, 
I appreciate that, it’s about safety of our patients, but actually … if I have locums coming in, suppose 
tonight, suppose the whole of my A&E department is staffed with locum doctors and something goes 
wrong, they’re going to say to me, what on earth were you doing, staffing the whole of your A&E 
department with locums. Well, where would you like me to start? You know, I don’t do it out of badness, 
you do it out of how do I keep the service running to the best of my ability. (Interview 32, Medical 
Director and Responsible Officer, Secondary Care)

Collegiality, involve-
ment and inclusion

One of the partners once commented, when I said, I think we should make the locums more welcome 
because of, at that time we were struggling to recruit another salaried, and I said it would be good 
for our image if we can be nice to the locums, just ’cause I know how they all talk and there’s this 
WhatsApp group, where they’re all in one WhatsApp group together, and word spreads. And then 
one of the responses from one of the partners was, well, actually, I don’t see why they should get 
that privilege of teamwork and the luxury of being part of the team and welcomed at the practice, 
because they’re the ones who have chosen to locum so it comes as part and parcel of that. They 
shouldn’t get that privilege of having that team support, and that teamwork. (Interview 97, Salaried 
GP, Primary Care)

I’ve worked in another practice where, because they live on locums and they live on ad hoc locums, 
you’re a piece of dirt under the shoe. You don’t get gloves, you didn’t have aprons, you didn’t have a face 
visor, you didn’t have safety specs, you have to ask for a mask. Not only are you not treated as a service 
provider, you’re not treated as a colleague, someone with knowledge. You’re not treated safely. I mean, 
not just … I’ve been to practices as a locum during the pandemic where there’s been no PPE for the 
locum at all. I’ve spoken to colleagues who have been told, no, the PPE is for the regular staff. (Interview 
44, Locum GP, Primary Care)

You can be in a department and really nobody regards you as anything other than just … well anything 
really, you just get on with your work until of course something goes wrong and then you’re the one 
whose … sometimes we do get problems, like for instance, I had an anaphylaxis and I was in … it 
was actually the same hospital that I said, nobody would speak to me in the department but it could 
easily have been one of a number of hospitals … I got an anaphylaxis which was a bit of a crisis to 
start with … when you have a crisis, the first thing you do is call for help and all the absolute standard 
resuscitation programmes and stuff. That was just not happening at all and nobody would come down 
from the department … Nobody would come down … the attitude was, well it’s a bl**dy locum, what 
do they think they’re doing, they don’t know what they’re talking about. That’s a preconceived thing 
but ultimately, it’s communication because if people came and talked to you or if you’re in theatre and 
somebody came along to say hello even, you’ve just come, I’ve heard about you, you’re here for a month 
or so, so you know who these people are. (Interview 47, Locum, Secondary Care)
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I think sometimes those doctors will experience a level of hostility from teams. I’ll give an example, if I 
had a locum registrar working in obstetrics and gynaecology, I think it is likely that the midwives would 
have a view about that locum doctor that almost they need to prove themselves. Rather than, that’s 
great, we’ve got this really experienced doctor and until they make a mistake, we will treat them like a 
member of our team who has worked for years. And I think that is a very real scenario that would play 
out in a number of settings. And I think there is an expectation that somebody comes in and hits the 
ground running and is able to, for example, navigate round all of our clinical systems. Well, if they’ve 
never used our clinical systems and have always worked with others, it is unreasonable to expect that 
they would be able to do so on day one. But I’m not sure that locums are necessarily shown that level of 
compassionate understanding that there might be a bit of upskilling needed. Nor, indeed, that actually 
had that locum chosen not to come to us, we would’ve been in the worse situation where we would’ve 
had no-one. (Interview 27, Medical Director, Secondary Care)

Defensive practice, 
hedging and 
avoidance

I think there are locums who are really committed and, you know, would work as well as a long term 
doctor in the practice, and there are locums who can just not make any decisions, still see the patient 
and then you have to still deal with the problem the next day or the day after. So, yeah, there are 
different kinds, so there are very conscientious locums and there are people who are not so conscien-
tious … Sometimes, I think sitting on the fence can be an issue with the locum role, because it’s quite 
easy to say, well, we’ll do some bloods and then see you again. But I’m not there to look at those bloods 
and I’m not there to discuss what way we go, so it can be an inappropriate use of NHS resources, you 
know, wasting money on unnecessary blood tests and things when you don’t need that really. (Interview 
1, GP and CCG Medical Director, Primary Care)

One of the difficulties about locuming is, if you run into problems, you’re it. You don’t really know the 
practice well. I don’t actually know the hospitals where I’m working well because they’re not the ones 
I worked with as a partner. And, yeah, you’ve just got to use your own resources and you are a bit on 
your own. And that’s why locums probably refer a lot, do a lot of investigations, and safety-net lots, and 
sometimes inappropriately all of these things, but that’s partly the situation they’re in. (Interview 81, 
Locum GP, Primary Care)

Well most of the locums that I know will just say, okay, there’s already somebody else who’s made 
a decision, it’s not my job to make a decision I just follow through. If things go wrong, call the senior 
person and be done with it, that’s the end of my role. Actually doing something to protect a patient is 
not important for a locum because the risk is too high. The GMC’s at risk, you don’t want to do anything. 
(Interview 55, Locum, Secondary Care)

Governance And of course, governance is modelled on doctors working within the NHS, that they are meeting colleagues 
in the corridor all the time, that they’re having contact with other substantive colleagues, and that there is 
this internal governance system, informal as well as formal. Whereas, in the agency world, I never meet the 
doctor. Well, I do actually, I make sure I do, but mostly we don’t meet the doctors. And it is therefore virtually 
impossible for me to make any judgement of a doctor’s clinical ability. Can I even make that judgement over 
their language ability? It sometimes is quite difficult. (Interview 47, Locum Agency RO)

Some of the locums come asking for feedback, even when you’ve known them only a few hours, and 
sometimes the assessment won’t be appropriate because you are trying to justify the quality of work 
after only for a few hours. (Interview 15, Consultant, Secondary Care)
The feedback, say, will tell the responsible officer but did they … I didn’t get any more feedback. I’ve 
never had a form back where they’ve said, I’ve discussed this with Doctor X, they felt like this, or their 
comeback is that this happened in their opinion. (Interview 11, Clinical Director, Secondary Care)

Now in terms of governance of these doctors, you know, the obvious issue that you may also be very 
well aware of, locum doctors move from one agency to the other at very short notice. And they may 
do that for their convenience, they may do that to skip the requirements of governance, so feel that, 
you know, they may get away with an easier appraisal or less exacting standards. And they do that 
all the time. So that does happen. It used to be more frequent in the past but now it’s much less. We 
don’t encourage people to join at very short notice before their revalidation date. So what we do is, if 
somebody does join us at very short notice, we do a blanket deferral for those doctors for about three 
months because we have … we want to know more about where the doctor is in terms of his appraisal 
and revalidation. (Interview 49, Locum Agency RO)

Our approach at the Trust has been to give them the same training opportunities as a doctor in training, 
to pay them on the same pay scales, to add them into the same rotas, to give them a supervisor in 
the same way that you would get a supervisor if you were a trainee. So all of those things, we try and 
treat them identically to a trainee. The only exception is that they wouldn’t go to the deanery training 
opportunities in perhaps the same way. But any local teaching that’s taking place in the department 
they get invited to. All of those things, we try and treat them the same. (Interview 26, Medical Director, 
Secondary Care)
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But the biggest challenge I find is actually being able to find out who they are. It’s a very fluid workforce 
and unfortunately in terms of distribution lists with practices it’s very straightforward, who are your 
partners, who are your salaried GPs, it’s very hard to work out who your locums are in an area. I’ve been 
to NHS England about this as well because of data sharing and all the governance and so on, we’re not 
able to have the list of locums assigned to our area, so inevitably we do miss out on communications 
unfortunately. (Interview 2, Locum GP, Primary Care)

I: Do you feel as though you get to hear about things that are important for you to do your job?
R: No, not massively, to be honest with you. No. I get like, the Trust’s, you know, weekly newsletter which 
is pretty useless, quite frankly. But that’s it. Because a lot of things that you need are really important, 
you hear more from word of mouth more than anything else … there’ll be some changes and you’ll be 
like, oh, I didn’t know that, for example, because I haven’t been there for a month. (Interview 52, Locum, 
Secondary Care)

So, something simple like being added to a mailing list isn’t an option, I’m still not on their mailing list. 
I said, you’re already sending an email out to people, why can’t you add me to your mailing list? I don’t 
understand … why wouldn’t you want your locums to know what’s going on? (Interview 70, Locum GP, 
Primary Care)
I think for some, there will be services that will not even bother to involve the locum ’cause they’re like, 
they’re here for three or four weeks, they can, you know. And there will be no feedback given which is 
also awful because there should be an opportunity to improve, I would want to know if my performance 
was having a negative impact. (Interview 27, Medical Director, Secondary Care)

It might just be an email from one of the lead medics who was on call or working that shift just to say 
that they had some safety issues and concerns with this locum. It would just be a case with it being a 
temporary workforce we would probably just stop that agency doctor working or that locum working 
and then we’ll just inform the agency … but we put that on the agencies to inform them. I suppose 
it’s not great, really. It’s not great for any sort of co-learning and development but again it comes 
back to the perception of a locum, you know, they’re here just to fill a gap and provide a service and if 
they’re not providing that service then we just remove our responsibility for them. Whereas if that was 
obviously a doctor that was working here or a substantive doctor we would give them that feedback 
and put measures in place to make sure that they’re getting all the right support and training so that 
there isn’t a repeat of that. I think that’s probably the difference that we just see the locums as a service 
and if they’re not providing that service then we just dump it, really. (Interview 22, Medical Staffing, 
Secondary Care)

It’s very variable. And some hospitals, some trusts, some ROs in the NHS are excellent at handing back 
to us the reason why they’ve let a doctor go. And others, no, the doctor is just asked to leave, and just 
some vague term of incompatibility is reported back through the recruitment officers, and the HR or 
doctors’ management team at the hospital, and we get nothing that we can, not use to criticise the 
doctor, but to begin to understand why the doctor failed at that particular trust. My duty is to make 
sure patients are safe. But my duty is also to help doctors understand where things are going wrong … 
but if the hospital doesn’t tell me what the concern is about, what the complaint is about, the reason, 
and they don’t have to provide a reason, then I’m stuck. And all we do is mark the file and know not to 
try to place that doctor at that trust anymore. (Interview, 47, Locum Agency RO)

I remember being in a pub once at one of these locum group meetings and there was a new GP there. 
And I introduced myself and we got chatting. He said, oh, yeah, you’re that locum who missed that 
annular rectal carcinoma, aren’t you? I said, what, what surgery are you at? He said, oh, yeah, no, I was 
a trainee in one of your surgeries, yeah, you saw this patient and you did a rectal examination. And I 
remembered the guy completely. And you found an abnormal prostate, so you sent him to urology and 
the urologist saw him and diagnosed an annular rectal carcinoma. So yeah, that was you. And no one 
had ever told me and I’ve never worked at that practice again. I had no idea [why I hadn’t been asked 
back] … I just thought I wasn’t working at that place because they just didn’t need locums. But no, it 
was because I’d missed something. And obviously since then, every time I do a rectal examination, I 
think I mustn’t miss that. It’s a fantastic way to learn, it’s the best way, it’s a gift you’re given, you know, 
to learn from your mistakes. But you’re denied that because it’s much easier to say … oh, don’t worry, 
we just won’t use that locum again. And, you know, that gets the patient off their back. It’s so wrong. 
(Interview 63, Locum GP, Primary Care)
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Patient perceptions I think it comes down to personalities. You’ve got good doctors who are thorough and then you’ve 
got other doctors. So it doesn’t really matter whether they’re a locum or not, it’s their ability to read 
notes, to understand the notes and then to know … have the power to action the correct treatment, 
without being worrying about the cost of sending someone for tests and things … And we need 
locums. The days of the one GP forever has gone. So that’s my take-away is that we need to be 
aware that the doctors that we’re seeing want to do it and that they’ve got the right tools to do it. 
(Focus Group B, R1)

For me it’s to be told that he’s a locum, and maybe even reiterate his – not his training and history, but 
he’s fully qualified, because some people might think, oh, locum is junior or something like that as well. 
(Interview 75, Patient)
I feel from their point of view that they are GPs in waiting, obviously waiting for a position somewhere. 
(Focus Group D, R3)

That I think locums are no different than regular doctors and they find themselves sometimes in a 
difficult position because they are thrown into unknown place and they have to figure it out quickly. 
And as I said, they sometimes lack this confidence that a regular doctor has, just from being in single 
place for a number of years … locums shouldn’t be treated any differently than regular doctors, they’ve 
completed their education, their training, they want to help, they want to be professional, et cetera. 
Just perhaps the patients should be more tolerant. (Patient Interview, 09_85)
I don’t think of locums, or not locums, I just think of going to see the doctor … because these days you 
can’t even get to see the same doctor twice … So going to see a locum is just like going to see a doctor 
you haven’t seen before. (Patient Interview, 09_61)

It seems to be the issue isn’t really whether you’re a locum or not, it’s to do with the supporting 
infrastructure and the person themselves. (Focus Group B, R2)
I think it comes down to personalities. You’ve got good doctors who are thorough and then you’ve got 
other doctors. So it doesn’t really matter whether they’re a locum or not, it’s their ability to read notes, to 
understand the notes and then to know … have the power to action the correct treatment, without being 
worrying about the cost of sending someone for tests and things … And we need locums. The days of the 
one GP forever has gone. So that’s my take-away is that we need to be aware that the doctors that we’re 
seeing want to do it and that they’ve got the right tools to do it. (Focus Group B, R1)

I find some locums are very, very good and some are not as good, but I also find some consultants who 
are very good … I think from what I’m hearing along with my own opinion is that with locums, with 
GPs, with senior registrars, with consultants we’ve got good ones, medium ones and not all that good. 
Occasionally we’ve got some who are fantastically excellent. It’s just like the rest of the world, it’s 
mixed. (Focus Group C, R4)
I think it just depends on not necessarily whether they’re locum or whether they’re a permanent 
doctor but I suppose what the personality is like, how much they’re enjoying the job, what their 
interests are. Whether they’re willing to listen, how much experience they’ve had, whether they’re 
tired of the job and they’re not really interested in it as much anymore, whether they’re stressed … So 
I think it kind of depends more on the person and I suppose the environment that they’re working in 
and the systems that they’re maybe using. (Focus Group B, R3)

Fortunately for the first time I had a guy there who actually explained what my problem was and why 
they couldn’t do any surgery on it. I said to him, oh how come that I’ve been waiting three years being 
messed about. And in three minutes you showed me what was wrong with me, you explained why it 
can’t be done, why the dangers are higher than the benefits. He looked at me and smiled like Mona 
Lisa and said, well some of us are better than others. And the moral of that to me is actually that’s 
exactly the same as locums, some are better than others. If you get a good one, they can be very, very 
good, because they’re really, really going to be careful. And if you get a bad one I think this is the thing, 
they’ve not got the confidence or the experience to say, yeah, we’re going to do this. And have they got 
the confidence or the clout to say straight up I’m going to refer you to such and such consultant? … 
But as far as locums are concerned, as I say, I treat them as being as good as anybody else until I find 
out that they’re not. (Focus Group C, R4)



212

NIHR Journals Library www.journalslibrary.nihr.ac.uk

APPENDIX 6

Theme Example quotes

I think the issues with your medical history and with follow-up is with locum doctors, but I think in 
terms of the response to what you’re actually presenting with I don’t think, my opinion is it’s not a 
specific thing to being a locum doctor; I think that just can be the individual doctor and consultants 
themselves … I’ve been in that situation where I have been seeing my regular GP and not been 
satisfied … I’d be happy to see a locum, because that fresh set of eyes made a massive difference to 
me because it meant that at an early age my endometriosis wasw dealt with, I had surgery, I’ve been 
able to have two children. (Focus Group E, R1)

Somebody who can’t find full time employment … To me, if they wanted to be doctors, they would be 
looking for a permanent position either as a GP or in a hospital situation. I’m never happy with them, 
but that’s my view. It’s they’re not unemployable in that respect, but they don’t seem to fit into one 
category? (Focus Group C, R1)
I don’t have a particularly positive impression of speaking with them. I found them … lazy. (Patient 
Interview, 09_116)
My mother has seen locums in A&E; she was a frequent flyer, my mum. She had pneumonia five times 
in one year, the fifth time took her, but that’s how often we were in hospital. We did see locums then, I 
confess to speaking to them like they were children, because I’d been through it that many times, I was 
saying, no, I’m not doing this again. (Patient Interview 05_41)

Patient awareness The receptionist told me when I was booking the appointment, it was along the lines of, will you be 
happy to see a locum, or, it’s Dr X, it’s a locum, or I would have said, is that the new doctor, but again, I 
don’t think a lot of people would [know]. (Interview 21, Patient)

Why would a locum doctor feel the need to say to a patient, I’m the locum, when actually that patient 
is probably used to the registrar changing every six months anyway on rotation? Invariably, they’ll see 
someone different, why would you not just say I’m Miss Smith’s registrar, she’s in the next room. Why 
would you badge it with locum because I think if the reality is if you do use the word locum, I think 
most patients are familiar with the word locum and they’ll see it in a negative way as this is somebody 
that’s not going to know me, this is somebody that’s not going to be as close to my history and it’ll 
put those barriers up almost immediately … If you don’t say you’re the locum at the start of the clinic 
and then it becomes really apparent that you can’t find the records on the electronic system ’cause 
you’re not familiar with it, would that be worse in terms of the doctor/patient dynamic if you hadn’t 
signalled that that might be an issue than if it just becomes apparent? Is it something that locum 
doctors will say explicitly ’cause they’re aware of that vulnerability and the fact that they’re likely to 
be more scrutinised and therefore they almost use it as a defence, I don’t know. (Interview 27, Medical 
Director)
I’ve seen various locums at the surgery now. And prior to COVID-19 you would go to the surgery, not 
be offered, most of the time, a choice of who you see. So often you’d seen a locum and not even know 
that. And there’d also be like trainee GPs, so it’s hard to distinguish who’s who. (Focus Group A, R2)

Typically patients don’t know that they’ve been seen by a locum. Patients have conveyed to me in my 
experience that they feel locums aren’t committed to the organisation, so can come in, do slapdash 
and leave if it gets hot, if it gets too complicated. They don’t have any emotional investment that this 
is their organisation, this is what they’re going to help control and take pride in that, because they’re 
only there for a period of time and can leave. (Interview 20, Director of Patient Experience, Secondary 
Care)
When you see somebody, do you even know if you’re seeing a locum? I mean, yes, if you go on your 
computer and you look up your practice, and you look at the list of doctors there and so on, you can 
do it. But quite often, if you ring up the doctor because you’re ill and they say, well, I’ll give you an 
appointment with Dr Whatsit. And you haven’t a clue who Dr Whatsit is and you’ve never seen Dr 
Whatsit before, Dr Whatsit apparently has never seen your notes either, it’s quite muddling. So I think 
there are things one could do to make it a bit less muddling if one puts one’s mind to it. (Focus Group 
A, R3)

When you’re in hospital you might see lots of different doctors and some of the situations where I 
work it probably wouldn’t be a good idea to say doctors here to see you now, by the way he’s a locum, 
he doesn’t know anything about the hospital, the area, the district. All he knows … no. So I don’t know 
is my answer. In a lot of cases I wouldn’t say that. I wouldn’t. (Focus Group D, R1)
Sometimes at my surgery I don’t know about anybody’s else’s but I don’t know if I’m seeing a locum 
or not … I don’t know who’s a locum, who’s doing what and who’s the nurse? I think it runs quite 
smoothly but sometimes … it is a bit scary not knowing who you’re going to see. But thinking back 
over the last 18 months, 13 months, whatever it is, that I’d sooner have a little bit of something than 
nothing at all. (Focus Group D, R5)
I’d say in the past … you’d ring the doctors and they would say to you. But I find in more recent years 
at my GP practice that there’s not even that really. My GP practice is also a training practice, so we 
have lots of different doctors coming and going. (Focus Group E, R1)
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If you’re ill enough to be in hospital, you’re glad to see anybody, is my bottom line. I’m not aware I’ve 
ever seen a locum. (Patient Interview, 05_41)
My own GP … when I say my own GP, it’s so difficult, in fact, it’s impossible at my practice to say which 
GP you want to see anyway. So every time you go, there’s a different GP. And as it happens, I think 
probably because of pension ages and pensions or something, and they’re all about my age which is, 
you know, retirement age, they’ve been leaving anyway and new ones have been coming. So it made 
absolutely no difference whether I saw a locum or a GP because it was a new person. (Focus Group B, 
R4)
None of the receptionists or anything mentioned anything, because, like you say, probably they would 
have some members of the public, going back to the example I gave about everybody demanding to 
see the consultant at the hospital, well they’d be the … no, no, I want to see doctor suchabody, he’s 
been here ten years, I want to see doctor suchabody, she’s been here 15 years. Whereas, to me, you 
know, I just see whoever is available, I’m just glad to live in a country where somebody is available that 
will see me. (Interview 77, Patient)

I: Do you think you should be told when the doctor is a locum?
R:  Yeah, absolutely. But as a patient, I’ve never been told, or it’s only when I’ve questioned, why has 
the doctor disappeared as a result, and they’ve said that the doctor is a locum. And not unless when 
I did some research to find out, what is a locum, then I found out what a locum is. (Interview 95, 
Patient)
I think when it’s long term patients, as it mostly is with mental health, I think they do need to know 
that it’s a locum, because it will be a long term relationship usually … So, where I think sometimes 
they’re passive, patients wouldn’t say the same, and they dread it, particularly that woman’s ward, 
they used to have new consultants every six months. And it’s just horrendous for them. (Interview 86, 
Clinical Lead Secondary Care)

Why would a locum doctor feel the need to say to a patient, I’m the locum, when actually that patient 
is probably used to the registrar changing every six months anyway on rotation? Invariably, they’ll 
see someone different, why would you not just say I’m Miss Smith’s registrar, she’s in the next room. 
Why would you badge it with locum because I think if the reality is if you do use the word locum, I 
think most patients are familiar with the word locum and they’ll see it in a negative way as this is 
somebody that’s not going to know me, this is somebody that’s not going to be as close to my history 
and it’ll put those barriers up almost immediately. I was really struck by why would you say that and 
I was thinking about it, if we had an agency nurse coming in covering a shift on our ward, would they 
tell all the patients that they were the agency nurse, I’m not sure that they would, they’d say, I’m 
the nurse looking after you. I was struck by why doctors might feel obliged to tell patients that they 
were the locum. And I think one of the reasons that they will do that is to … I nearly used the word 
inadequacies which is not the word I was looking for at all, but I was going to say to almost excuse 
some of the frustrations that might play out subsequently. If you don’t say you’re the locum at the 
start of the clinic and then it becomes really apparent that you can’t find the records on the electronic 
system ’cause you’re not familiar with it, would that be worse in terms of the doctor/patient dynamic if 
you hadn’t signalled that that might be an issue than if it just becomes apparent? Is it something that 
locum doctors will say explicitly ’cause they’re aware of that vulnerability and the fact that they’re 
likely to be more scrutinised and therefore they almost use it as a defence, I don’t know. (Interview 27, 
Medical Director)

I:  Do patients in your practice know when they’re seeing a locum?
R:   Yes, so at the point of booking, you know, reception staff, by nature, will say who they are seeing, 

what their job role is.
I:  Okay. And do you think that that’s important for patients to know?
R:   I think it’s essential, it’s patient choice, a patient needs to know who they’re seeing and they can 

choose to see them or not. (Interview 1, GP and CCG Medical Director)

Yes, they do care on the whole because sometimes they say are you a locum, and that gives me two 
ideas, first of all, they know the system a bit better than the average patient, and secondly, or they 
might be approaching it from a different angle which is are you one of the regular doctors or are you 
a fly by night locum who’s just going to fob me off and I’ll be palmed off again? So it works both ways. 
But it’s usually the case that they’ve already come with a predetermined idea given to them by the 
staff, unconsciously or otherwise that he’s just a stopgap, he’s filling in and we’ve got nobody else 
except him today so you’re going to have to lump him. But it goes both ways, I suppose, and there’s 
a large chunk in the middle who don’t really care and if they’ve seen somebody and most locums do 
keep coming back unless they really don’t get on, then they will just take it at face value and take it in 
their stride. Once you become part of the practice, you become part of the furniture then they don’t 
usually bat an eye-lid, like I’ve been in this practice now as a regular for the past year and more, so 
they don’t bat an eye-lid after that. (Interview 58, Locum GP)
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Do you think patients should know whether a doctor is a locum or not?
R:  My instinct is no. I mean, we use, and especially now with PCNs, the clinician a patient sees now 
could be one of a number of people. You know, we’ve got five pharmacists and two PAs working in 
our PCN and they’re contacting our patients, the PAs are there, they’re not on our website as full time 
members of staff. But, no, I don’t think so. A patient is coming to [PRACTICE NAME], we’ll put them 
with the best person that we can in that moment for whatever it is that they need. Who that person is 
is our choice and if they don’t like that variety of choice, they have a choice themselves. A lot of them 
will specify a particular clinician but we don’t always enable that. We will where we can where it’s 
appropriate but where we can’t we’ll say, we can’t do that for you this time, what do you want to do, 
do you want to wait or see someone else. But who that other person is, no I don’t think we should be 
labelling people as not officially part of the team.

R:   I mean it’s certainly not going to do anything to help the locum feel like they are part of the team 
is it. (Interview 73, Practice Manager)

I:   Yeah, yeah. How do patients generally respond to locums? Do they know that they’re seeing a 
locum at your practices, are they told by the receptionist or is it something that comes up ad-hoc?

R:   We try and use the same ones as much as we can so there’s that regular contact for the patient, 
they are aware who’s locum and who’s not locum. But it gets to the extreme whereby some of our 
employed staff are deemed to be locum staff because they only work two days a week.

And you try and tell patients, that’s the modern way of working, unfortunately, we’ve gone past the 
days where your GP would work 24/7, five days a week and so on, some people now only work two 
days a week, three days a week. There’s an education to be had within our patient group ’cause now 
they just think everyone’s a locum because they only work one day or two days. (Interview 84, GP 
Lead)
Some, obviously, patients just don’t care, and a doctor’s a doctor, they don’t really care about whether 
you’re locum, salaried, partner or … they don’t really know the difference and they’re not bothered. So 
yeah, but you can get some negative views, I think.

Do you think patients should know or need to know that they’re seeing a locum?
R:  No, I don’t really think they do need to know. Because theoretically, we’re all doing the same thing, 
we’re all treating the patients’ clinically, and the best way that we think they need to be treated. So, 
in that respect, no, particularly at our practice, we don’t have that much continuity, because, as I say, 
the partners work half weeks, and then me as a salaried as well, I do Wednesday to Friday, there’s 
no one who’s there Monday–Friday and has that sort of constant presence at the practice. So, most 
of the time, a patient rings and they just get booked in with whoever’s available. So, it’s not, where I 
know other practices, they can have systems where doctors have their own specific lists and the same 
patients ring up and they have to be booked in with a particular doctor. It doesn’t work like that at our 
practice, so I think, particularly our practice, I don’t think there’s any reason why they need to know 
really. (Interview 97, Salaried GP)

Well we … when we give them a badge it has locum written on it, we know that. So, that is policy 
here. But obviously the badge can be on the belt on the waist, you know, and … you know, whether 
they introduce themselves to patients as a locum consultant or as a consultant I honestly don’t know 
actually, or whether they even show them the badge, or if the patients can read it of course, you 
know? So, there’re all sorts of issues, but, yeah, we do insist the badge has the word ‘locum’ on it. 
(Interview 10, Consultant Secondary Care)
Personal view is that I don’t think they need to know, particularly. If they’ve got a problem for 
whatever reason with a doctor, then we need to know that regardless if they’re a locum or substantive 
appointment or whatever their contractual status is. It’s still an issue that we need to sort out and 
address. So I’m not sure there’s any benefit from that, no. (Interview 26, Assistant Medical Director)

Continuity of care Is it the individual and the continuity, or is it, you know, something else? And I think at the back of 
my mind … well, at the forefront of my mind, I desperately want it to all be about seeing the GP and 
having continuity, and them knowing me and my family inside out. But I do think we’re at the stage 
where that’s kind of like a media construct of a GP, it’s like a country practice version of a GP. And 
it hasn’t existed for like five decades. And we moved to this system where you see whoever you see, 
whether they’re just another GP in the practice or a locum or whatever. And the theory was that it 
shouldn’t matter who you see because what matters is the recording and the system and the process. 
But as I think we’ve all vividly described, we’re all on the same page really that the systems behind 
what we have now aren’t good enough. And that’s what the issue is rather than anything else. (Focus 
Group B, R2)
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The opening gambit, when you do actually go and see the locum is, what can I do for you today? So 
he’s obviously never read your notes. I’m sure they’re like an A&E doctor, they haven’t got a clue what’s 
going to walk through that door … It must be really difficult for them to make that decision based on a 
few minutes’ conversation. (Focus Group C, R1)

And we moved to this system where you see whoever you see, whether they’re just another GP 
in the practice or a locum or whatever. And the theory was that it shouldn’t matter who you see 
because what matters is the recording and the system and the process. But as I think we’ve all vividly 
described, we’re all on the same page really that the systems behind what we have now aren’t good 
enough. And that’s what the issue is rather than anything else. (Focus Group B, R2)
So I’m very much pro locum, providing that the infrastructure, the service that they’re working with is 
… and I did mention the word continuity earlier on, is able to cope. It appears to me that everybody’s 
experience comes down to the administrative aspects with things letting people down, that one 
system doesn’t connect with another. The network of how it works isn’t connected … I visited the 
locum and gone back and seen another doctor, then I’ve mentioned what was said and done and 
what have you, and they have no record of it. And that concerns me. There’s no accountability. (Focus 
Group B, R5)

One thing that occurred to me is that the whole business of continuity of care seems to be focused 
on continuity of doctors’ notes. In the old days you’d have a wodge of them about that thick wouldn’t 
you or that thin depending on how often you’ve been, and now it’s on a computer screen. They look 
at the screen rather than you when they’re talking to you. I suppose they can’t avoid that. But that’s 
okay as long as that works. But my experience of the few as time goes on, you get more hospital visits 
for various reasons, is that people don’t always know about you when you go to hospital. So you go to 
see one consultant about something, that might be related to something else you’re seeing another 
consultant about, they’re connected in some way, but they don’t know … they don’t communicate 
with each other about what’s going on. And then eventually you get your notes back to your GP. I think 
one thing I would say is that if I want continuity of care, I want continuity of information passing and 
consultants prepared to be open to let other people see their notes, for goodness sake. Rather than 
hoarding them away which I feel sometimes is the case because they don’t want them misinterpreted 
in some way by someone who is seen not to be competent. (Focus Group D, R4)
That binary choice of seeing a doctor or not seeing a doctor … we see a locum doctor or you see 
nobody. (Focus Group A, R5)

You can never book an appointment with your doctor at our surgery. It’s as simple as that. So you’ve 
got a choice, you have a locum or you don’t see a doctor. (Focus Group B, R2)
My general experience with the GP practice is that I mostly see locums and I mostly choose to see 
locums over the permanent doctor. (Focus Group B, R2)
In our surgery, it’s just the fact we’ve got a lack of doctors. We’ve got 25 doctors’ rooms and we’ve 
got two or three doctors and the rest are locums. But they’re not even … you know, we haven’t got 18 
locums, we’ve got three or four a day. So to get an appointment is a nightmare and if you do get an 
appointment, you see a locum, which nine out of 10 times is better than seeing a doctor. (Focus Group 
B, R8)

I would much rather see a locum than not be able to see anybody at all. (Focus Group C, R2)
And I have an occasion I’ve been and my regular doctor hasn’t been available and then they’ve said, 
oh, I’m sorry, the locum’s going to see you today. (Focus Group B, R1)
I got told that a doctor wasn’t available but the locum was. Therefore, I went with the locum because 
you never know when you’re going to get a doctor’s appointment. (Focus Group A, R2)
So to get an appointment is a nightmare and if you do get an appointment, you see a locum, which 
nine out of 10 times is better than seeing a doctor. (Focus Group B, R8)

So my surgery, whenever I try and make an appointment, they do say that you can be seen by a 
different GP, but I insist I’d rather be seen by my regular GP, who’s aware of my treatment, who’s 
aware of my plans. So I insist and I request that, otherwise I don’t want to be making an appointment, 
because on occasions, I’ve seen other GPs in the surgery. It’s like we’re starting from fresh again, and 
you’re trying to explain everything, and it’s just not helpful … I don’t seem to see any point of seeing 
another doctor. Because my GP should be the point of call. I shouldn’t be having to, as a patient, try to 
change from one GP to another GP, as a result, because the level of care would be affected. I don’t feel 
comfortable, or there’s trust issues, or, you know, there’s misuse of management, do you know. It’s like 
you’re going round and round in circles, but you’re not stopping. Because it’s happened before, where 
I’ve been seen by another GP, they’ve put me onto this service, that service. (Interview 95, Patient)
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The opening gambit, when you do actually go and see the locum is, what can I do for you today? So 
he’s obviously never read your notes. I’m sure they’re like an A&E doctor, they haven’t got a clue what’s 
going to walk through that door. What are they going to be presented with? It must be really hard for 
them that people like us that have got long term illnesses, who know how the illness develops, how 
our bodies work when it’s telling us it’s something wrong. And we tell him what’s going on and he 
only has a snippet so he must feel really uncomfortable, do I err on the side of caution or do I go with 
my gut instinct? It must be really difficult for them to make that decision based on a few minutes’ 
conversation. (Focus Group C, R1)

Communication and 
practice

How they differ from the permanent staff is very much that they are very cautious in their 
approach as to … I think what I said before about them going out to check with, you know, another 
GP who might know you, is that it’s almost like they don’t want to take too much of what you’re 
saying on board without having it verified … they have access to electronic notes. But that’s 
another issue, sometimes they don’t … I’ve seen a locum GP who doesn’t have access to your notes. 
So really, they’re very cautious on what they can prescribe because they can’t see your notes and, 
you know, they don’t want to rely on you as an historian as to what kind of medication you’re on. 
So yeah, it can affect your care in that way as well if they haven’t got access to the notes. But 
even when they do have access, my experience is that they are, you know, cautious. And it feels 
very much that you’re seeing somebody on kind of like an interim basic sort of … it feels like an 
emergency type of … not emergency but it feels like they’re going to do the bare minimum and fill 
in. And I’ve found that they’re telling me to come back again … So when you get offered something, 
you take it. Even though it might mean it’s a complete waste of time, you see somebody who really 
doesn’t feel able or willing to treat you and advises you to come back and see a regular doctor, 
you’d do anything because you’re not being offered a choice even to have an appointment. (Focus 
Group A, R2)

I saw a locum, or in fact first of all I had a telephone conversation and she said, I think need to see you. 
I went to the surgery, which was quite an experience in itself because this was, I think, two weeks into 
lockdown. I don’t think she’d had time to read my extensive notes, but she certainly didn’t listen to my 
explanation which would have saved her doing 18 different blood tests and sending me for … or trying 
to send me for all sorts of different scans. It was like she starting again from day one. I’ve got a history 
going back 13 years and if she’d have just listened, I could have explained it in ten minutes and saved 
an awful lot of toing and froing. (Focus Group C, R2)

I often wonder with particularly with junior locums whether they’ve got the confidence to make a 
decision or whether they just go out the room and have a word with the senior GP or what have you. 
(Focus Group C, R4)
So that doctor, through that line of questioning and not having any sort of prior history … may have, 
you know, had a chance to look at my notes beforehand, ordered the right tests and didn’t feel 
constrained in that practice about what tests that they could order. And someone subsequently … 
because when you get referred to hospital, the consultant said that that doctor was very much on 
the ball. And, of course, that’s a change to lifelong medication. And literally within a month of the 
medication kicking in, it transformed my life. (Focus Group A, R1)

I was in A&E for a good six hours and they said right, we’re going to send you home in care of the GP. 
Which is a fair comment but I still couldn’t see, my blood sugar was still raising in the thirties. And 
lo and behold who walks in but this locum who introduces himself to me that I’ve spoken to on the 
phone. And said, what they doing? I said, well nothing, they’re going to send me home and refer me to 
you. He said, well we’re going nowhere. Either they give you a dose of insulin or they give you a litre of 
fluids to try and flush out your sugar. Now that … I was just blown out of this world, that one the guy 
had turned up and number two he was going to over-rule the A&E. So, yes, that is a positive side to it. 
(Focus Group C, R1)

So to get an appointment is a nightmare and if you do get an appointment, you see a locum, which 
nine out of 10 times is better than seeing a doctor because, you know, he hasn’t got the time for you. If 
it’s one of our regular doctors, they haven’t got the time, they want you in and out. A locum will spend, 
you know, five or 10 minutes longer to try and figure out what’s wrong and get something done about 
it. (Focus Group A, R8)
I have actually had a positive experience with a locum … she was a breath of fresh air. What I didn’t 
know was, she was a locum. I didn’t know she was only there for 12 months. She was absolutely 
fabulous and she gave me much more time than the general GP would. And she actually dealt with 
about two or three different issues in the one meeting. And then she asked me to arrange for a blood 
test in six months’ time. (Focus Group A, R5)
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I’d seen a locum once regarding my migraines, and they prescribed me this medication that really 
helped me, and then when I’d gone back to get it again I was being refused the medication. Almost 
being told, when I was giving the name of it the GP was like, I don’t even know what that is. And I’m 
like, but this locum gave it to me and this is the name. And they just wouldn’t give it to me … So, I 
think that can be a benefit of a locum because they won’t necessarily be aware of the ins and outs of 
which medications practices are trying to reduce. (Focus Group E, R1)
When I last spoke to a locum in my … because I’ve had a kidney transplant, I have regular … about 
every three-month appointments with the hospital, the renal team. And that was where I saw a locum. 
And I have ongoing issues with my regular doctor. I tell them things, it’s the same issues that’s come up 
and then they just don’t do anything. So this locum, in one appointment with the locum, they changed 
my blood pressure tablets, which I’d been advocating for; they’d increased my anaemia medication, 
which I had been asking about; and they got me in to see a nutritionist. (Focus Group A, R4)

So each doctor had some sort of specialism within the practice. If a locum goes into a practice 
like that, then a) I think that they do often ask for more tests than your doctor would because the 
familiarity breeds contempt thing that we were talking about earlier, you get overconfident. They’re 
more likely to ask you … get the blood tests, do the tests and they’re probably not worried about how 
that affects the budget as much as a partner in the practice is going to be. That might be a thing. 
(Focus Group B, R4)
But the locum who did come, who had the experience, was very good. Took lots of tests. Instead of 
taking things for granted and just a quick in and out, he seemed to take the time to find the history, 
which the first one didn’t have time for or wouldn’t have done. So it’s about looking back at who the 
patient is in front of you. A lot might be to do with maturity, time, stress, things like that. (Focus Group 
B, R4)

I went back and on this occasion it was a locum I saw and immediately this person before I even 
mentioned the background to that, I said what I was concerned about, this person immediately 
took it on-board. And in fact, examined me and I got an immediate referral to the hospital and got 
treatment. This was just pre COVID actually, so I was I guess fortunate with timing and that and had 
the treatment I needed. So my experience of seeing a locum was incredibly positive, if I hadn’t seen 
that person on that day, I may not have got treated and that would have had very significant negative 
outcomes for me personally. (Focus Group D, R4)
And I recognise that GPs have to have a huge amount of experience but even so, you know, with an 
individual patient you perhaps can make assumptions about their condition until someone comes in 
and starts asking what appear to be the same questions again and you feel you’re repeating yourself. 
But something different occurs to them. And that can actually be life-changing. (Focus Group A, R1)

A locum actually worked in my favour … I had a chest infection. And I tend to have them at least 
once a year, so it’s not something my GP’s not aware of. But on this occasion when I went in, it was a 
locum doctor … And she said, oh, let me just examine your chest … She goes, I think you’ve got a heart 
murmur. And I didn’t ever know what heart murmur meant, never mind what it is … And she said … I’m 
going to send you for a re-examination with a heart specialist. And she worked in my favour, I mean it 
was a blessing in disguise for me because if she didn’t do that, I would have probably carried on and 
my heart would have got weaker. Because I put my shortness of breath and my palpitations down to 
anxiety and depression and mental health, and nothing to do with physical health. So I had a very 
positive experience with a locum. (Focus Group A, R6)

I’d gone to the GP surgery just for a review of the contraceptive pill actually. And at the time, my dad 
was dealing with cancer so I was a little bit stressed. Took my blood pressure and it was a little bit 
raised. And that just kind of escalated, getting like loads of blood tests done. And there were some 
abnormalities in that … I eventually got diagnosed with a genetic condition from that point but I 
actually hadn’t gone to the GP surgery with any kind of complaints. So I suppose on reflection, it was 
quite a positive experience because had I had not seen that locum, that may not have happened 
because she might not have triggered those blood tests or I might have been diagnosed later than I 
was. So my experience I suppose is quite positive. (Focus Group B, R3)

In my practice, there must be about five doctors which are permanent. And they do have locums that 
come in and out. You never see the same locum again … sometimes they can give you a fresh view on 
things … The condition that I’ve got now was discovered late in life … he identified something in me 
that I had neurologically, which is a rare genetic problem, and which was the answer to everything, it 
just sort of all fell into place. All my worries, all my concerns seemed to melt when this guy identified 
what it was. I said this fellow knows what he’s talking about … And he explained the situation but he 
wanted me to see a colleague within hospital and he referred me to [hospital] I’ve never looked back 
since. I probably owe … I reckon my health would have deteriorated far more quickly … I’ve got a lot to 
say positively. (Focus Group B, R5)
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I’ve got quite a few different medical conditions, one of them being fibromyalgia and arthritis. I’ve 
had it a long time and I manage it quite well. But I injured my knee. And I saw a first locum who sort 
of said, well, it’ll be your fibromyalgia, it’ll be okay, blah, blah, blah. Time went on again and I went 
back to my practice and saw another locum. And she was absolutely amazing and examined me and 
I’d actually torn my meniscus in my knee. So I’d been hobbling around for six weeks, knowing it wasn’t 
my arthritis or the fibromyalgia and I had actually injured myself. And she arranged for me to go to be 
checked out at hospital, which was when then they picked up that I’d torn my meniscus. But had the 
first doctor not looked at my notes and just thought, oh, she’s got fibromyalgia and arthritis, it’s that, 
it needed investigating. And I knew … I know what different pain levels are and what they are and I 
knew something wasn’t right. I was having to lift my knee up to actually move my leg, so I knew that 
wasn’t part and parcel. So in that respect, the locum … the first locum who sort of dismissed it, I think 
sometimes they can get scared that you see someone with a lot of different medical conditions that 
are all intertwined with each other and it can be easy to dismiss someone as overweight and it’s down 
to weight and different things, without realising there’s lots of other factors that go with it. But the 
second locum, I’ll always be thankful for her because, you know, I could have ended up having a lot 
longer without treatment. And subsequently, I had an operation on my knee. (Focus Group B, R1)

The whole system of the surgery … of our surgery anyway, is just nothing ever gets done. So much 
as I’ve had to get all my records from the doctor’s surgery because they keep telling me that there’s 
nothing wrong. And they’ve been telling me there’s nothing wrong for 11 years, right up to the point I 
had my heart attack and then the point when I kept on getting pancreatitis. And this has gone on and 
on and on and on. And eventually, a locum said, I think you may have a gluten problem. It turns out 
I’m a celiac. But our doctor’s surgery couldn’t manage to pick up on that because you see one doctor, 
then you don’t see the doctor. Then you see another doctor who knows nothing about the appoint-
ment you had a month ago. And it goes on and on and on and on. (Focus Group B, R8)

I wanted to pick up on was something that’s been said a few times now. Just it is interesting isn’t it 
that a locum can pick something up new … (Focus Group B, R6)
I have benefited from some locum doctors in the past because they’ve brought a fresh pair of eyes and 
perspective on it … So, it’s not always a bad thing having a different person in front of you….there has 
been that element of they brought something fresh to the table to look at or they’ve been aware of a 
different way of treating something to what your GP previously said. But then there’s the follow-up 
session again because then you’re back to that, you’re not going to see them again. It’s mainly the 
inconsistency that gives you the uncertainty. (Focus Group E, R1)

The positive: a fresh pair of eyes. So, my experience was really exceptional. It was a German locum 
doctor, very young, but I soon did build a rapport with her and I was reassured that they were taking 
her to the team meetings, so the senior doctors in the practice were involved. It was very unusual, I 
presented with a cough and had an x-ray quick and there were abnormalities. So, she put me through 
the cancer 14-day appointment with the hospital, so it all happened very quickly. And I do wonder if 
because she was so vigilant that it kind of saved my life. And if it had been my own GP he may well 
have looked at me and thought, well she’s always been healthy up until now; he might have come with 
a different perspective and had a slower response than what the German locum doctor had. She was 
just very thorough. (Focus Group E, R3)
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Appendix 7 Additional material for Chapter 9: 
consultation patterns and differences in the clinical 
practice and performance of locum and permanent 
doctors in primary care in the United Kingdom

A 
retrospective cohort analysis of consultation events from CPRD GOLD, 2010–21.

Sensitivity analyses using only practices participati ng CPRD GOLD in all years, n = 381.

TABLE 28 Clinical Practice Research Databank AURUM vs. GOLD

Year

Locum 
consultations 
(%) – AURUM

Locum F2F 
consultations 
(%) – AURUM

Locum telephone 
consultations (%) – 
AURUM

Locum 
consultations 
(%) – GOLD

Locum F2F 
consultations 
(%) – GOLD

Locum telephone 
consultations (%) 
– GOLD

2010 0.65 0.54 1.35 9.08 10.76 6.83

2011 0.58 0.49 1.04 9.40 11.34 6.52

2012 0.47 0.38 0.68 9.50 11.53 6.43

2013 0.48 0.40 1.06 9.18 11.20 5.56

2014 0.60 0.52 1.20 9.47 11.62 5.07

2015 0.53 0.46 0.79 9.70 11.96 6.32

2016 0.50 0.53 0.38 9.52 12.09 8.21

2017 0.60 0.71 0.78 9.49 12.07 8.71

2018 0.80 1.10 0.81 9.64 12.34 9.31

2019 0.65 1.11 0.92 9.44 12.52 11.13

2020 0.64 0.64 1.18 8.73 11.53 12.12

TABLE 29 General practitioner types codes included in the data

Code Description

1 Senior partner 1,271,021

2 Partner 8,033,530

3 Assistant 129,795

4 Associate 112,496

5 Non-commercial local rota of ˂ 10 GPs 294

6 Commercial Deputising service 3822

7 Locum 1,367,260

8 GP Registrar 1,082,008

9 Consultant 4003

10 Sole Practitioner 12,989

47 Salaried partner 1,538,224

50 GP retainer 141,013
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TABLE 31 Codes used to classify consultation types

Types of consultation Codes used to classify type of consultation (from Table 30)

All consultations 1, 2, 3, 4, 5, 6, 7, 8, 9, 10, 11, 17, 18, 21, 24, 27, 28, 30, 31, 32, 
33, 34, 35, 36, 37, 38, 50, 55, 61

F2F consultations 1, 2, 3, 4, 6, 7, 8, 9, 11, 18, 24, 27, 28, 30, 31, 32, 33, 34, 36, 
37, 38, 50, 61

Telephone consultations and online consultations 10, 21, 35, 55, 5, 17

TABLE 30 Consultation types codes included in the data

Code Description

1 Clinic

2 Night visit, Deputising service

3 Follow-up/routine visit

4 Night visit, local rota

5 Mail from patient

6 Night visit, practice

7 Out of hours, practice

8 Out of hours, non-practice

9 Surgery consultation

10 Telephone call from a patient

11 Acute visit

17 Mail to patient

18 Emergency consultation

21 Telephone call to a patient

24 Children’s home visit

27 Home visit

28 Hotel visit

30 Nursing Home visit

31 Residential Home visit

32 Twilight visit

33 Triage

34 Walk-in Centre

35 Co-op telephone advice

36 Co-op surgery consultation

37 Co-op Home visit

38 Minor Injury Service

50 Night visit

55 Telephone consultation

61 Extended hours



D
O

I: 10.3310/CXM
K4017 

H
ealth and Social Care D

elivery Research 2024 Vol. 12 N
o. 37

221
Copyright ©

 2024 A
llen et al. This w

ork w
as produced by A

llen et al. under the term
s of a com

m
issioning contract issued by the Secretary of State for H

ealth  
and Social Care. This is an O

pen Access publication distributed under the term
s of the Creative Com

m
ons Att

ribution CC BY 4.0 licence, w
hich perm

its unrestricted use, 
distribution, reproduction and adaptation in any m

edium
 and for any purpose provided that it is properly att

ributed. See: htt
ps://creativecom

m
ons.org/licenses/by/4.0/. For 

att
ribution the title, original author(s), the publication source – N

IH
R Journals Library, and the D

O
I of the publication m

ust be cited.

TABLE 32 Patterns of GP and locum working

Percentiles 
(%)

Yearly consultation 
volume all GPs, N (%)

Yearly consultation 
volume locums,  
N (%)

Number of 
days worked all 
GPs, N (%)

Number of 
days worked, 
locums, N

Number of 
weeks worked, 
all GPs, N

Number of 
weeks worked 
locums, N

Average interval 
between consultations, 
in days, all GPs, N

Average interval 
between 
consultations, in 
days, locums, N

5 2 6 1 1 1 1 1 1

25 1395 30 79 2 22 2 1.2 3

50 5306 122 238 7 52 5 1.5 7

75 9413 595 286 33 52 18 1.8 17

95 15,853 3837 329 175 52 50 8 63

Mean (SD) 6096 (5400) 803 (2036) 189 (114) 34 (62) 38 (19) 12.5 (15) 4 (14.5) 16 (28)
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TABLE 33 Clinical Practice Research Databank GOLD participating general practices, by years of participation and region

Years

Number of practices by years 
of contribution to GOLD, all 
countries

Number of practices by years 
of contribution to GOLD, 
England only Region

Number of practices 
by region, all years

> 1 889 487 North East and 
Yorkshire

26

> 2 866 465 North West 82

> 3 839 439 Midlands 75

> 4 788 391 East of England 44

> 5 716 319 South West 96

> 6 621 228 London 131

> 7 559 171 South East 58

> 8 521 139 England 511

> 9 489 117 Wales 127

> 10 446 80 Scotland 234

> 11 381 42 N. Ireland 42

Total 914

TABLE 34 Definition of opioids, hypnotics, and emergency admissions for patient-level analyses

Outcome

Opioids Opioid analgesics included oral and transdermal formulations of codeine, dihydrocodeine, 
dextropropoxyphene, meptazinol, fentanyl, morphine, oxycodone, buprenorphine, hydromor-
phone, pethidine, tramadol and tapentadol.

Hypnotics prescriptions Benzodiazepines including: alprazolam, amitriptyline hydrochloride/chlordiazepoxide, brom-
azepam, chlordiazepoxide hydrochloride, chlordiazepoxide hydrochloride, chlordiazepoxide/
clidinium bromide, clobazam, diazepam, dipotassium clorazepate, flunitrazepam, flurazepam 
hydrochloride, loprazolam mesilate, lorazepam, lormetazepam, nitrazepam, oxazepam, 
temazepam, triazolam.
Z-drugs including: zaleplon, zolpidem tartrate, zopiclone.

Emergency admissions Each admission has the method of admission field which we used to derive information on 
emergency admissions. We defined an emergency admission as one where the method of 
admissions was A&E; GP direct to hospital; GP via a bed bureau; consultant clinic; mental 
health crisis resolution team; or other means. Emergency admissions were only included if 
both the admission and discharge dates were recorded and if the admission date was on or 
before the discharge date.
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TABLE 35 Consultations by locums and other GP types, by consultation type – practices in all years

Year
All GP 
consultations

All locum 
consultations

F2F GP 
consultations

F2F locum 
consultations

Telephone and online GP 
consultations

Telephone and online 
locum consultations

Total patient 
count

N of 
practices

2010 8,139,545 1,080,393 7,429,761 1,011,445 710,960 69,019 1,628,346 381

2011 8,283,676 1,127,899 7,466,835 1,047,058 818,296 80,967 1,699,898 381

2012 8,596,087 1,196,195 7,691,333 1,096,835 905,991 99,451 1,733,287 381

2013 8,836,801 1,171,809 7,873,772 1,069,011 964,150 102,875 1,759,436 381

2014 8,986,653 1,170,294 7,981,755 1,069,009 1,006,136 101,381 1,762,497 381

2015 9,071,875 1,178,916 8,040,283 1,081,957 1,033,064 97,042 1,770,446 381

2016 9,064,695 1,142,534 8,022,558 1,060,237 1,043,226 82,385 1,766,414 381

2017 8,864,930 1,054,047 7,821,261 975,615 1,044,336 78,473 1,755,180 381

2018 8,694,995 1,006,019 7,724,033 929,490 971,493 76,588 1,744,502 381

2019 8,606,593 988,021 7,577,949 911,996 1,029,214 76,117 1,739,155 381

2020 7,690,481 870,956 5,024,764 582,833 2,669,733 289,134 1,509,056 381

2021 5,869,358 703,540 3,968,290 489,157 1,902,107 214,771 1,404,621 381
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TABLE 36 Operational definitions for hazardous prescribing indicators A–J (PINCER)

Description of indicator Group at risk (denominator)
Group exposed to hazardous prescribing 
(numerator)

Operationalisation of hazardous prescribing indicators for 
locum and permanent GPs

Outcome: GI bleed

Prescription of an oral 
NSAID, without co- 
prescription of an ulcer 
healing drug, to a patient 
aged ≥ 65 years

Patients aged ≥ 65 years without co- 
prescription of an ulcer-healing drug (PPI or 
H2 antagonist) in the 3 months leading up 
to the index date

Patients prescribed an oral NSAID in the 
3 months leading up to the index date

1. Identify patients over 65 prescribed a NSAID. This is the 
denominator. Split by locum [DL] and permanent GP [DP]. 

2. For both D. Identify those patients who were not prescribed PPI 
or H2 antagonist 3 months before NSAID. This is the numerator 
that is determines if the NSAID was hazardous [NL and NP].

Prescription of an oral 
NSAID, without co- 
prescription of an ulcer 
healing drug, to a patient 
with a history of peptic 
ulceration

Patients aged ≥ 18 years with a Read 
code for peptic ulcer or upper GI bleed at 
least 3 months before index date and not 
prescribed an ulcer healing drug (PPI or H2 
antagonist) within the 3 months leading up 
to the index date

Patients prescribed an oral NSAID within 
the 3 months leading up to the index 
date

1. Identify patients over 18 and Read code for peptic ulcer or 
upper GI bleed (read codes identified in the 24-month period 
prior to the index consultation event). 

2. From #1 find those prescribed a NSAID. This is the denomi-
nator. Split by locum [DL] and permanent GP [DP]. 

3. Identify those not prescribed PPI or H2 antagonist 3 months 
before NSAID. This is the numerator.

Prescription of an antiplatelet 
drug without co-prescription 
of an ulcer-healing drug, to 
a patient with a history of 
peptic ulceration

Patients aged ≥ 18 years with a Read 
code for peptic ulcer or GI bleed at least 
3 months before index date and not 
prescribed an ulcer healing drug (PPI or H2 
antagonist) within the 3 months leading up 
to the index date

Patients prescribed an antiplatelet drug 
(aspirin or clopidogrel or prasugrel or 
ticagrelor) within the 3 months leading 
up to the index date

1. Identify patients over 18 and Read code for peptic ulcer or 
upper GI bleed (read codes identified in the 24-month period 
prior to the index consultation event). 

2. From #1 find those prescribed an antiplatelet. This is the 
denominator. Split by locum [DL] and permanent GP [DP]. 

3. Identify those not prescribed PPI or H2 antagonist 3 months 
before antiplatelet drug. This is the numerator.

Prescription of warfarin or 
DOAC in combination with 
an oral NSAID

Patients aged ≥ 18 years prescribed 
warfarin or a DOAC (apixaban or dabigatran 
or rivaroxaban) within the 3 months leading 
up to the index date

Patients prescribed an oral NSAID within 
the 3 months leading up to the index 
date

1. Identify patients over 18 and prescribed a NSAID. This is the 
denominator. Split by locum [DL] and permanent GP [DP]. 

2. Identify those prescribed warfarin/DOAC in 3 months be-
fore NSAID. This is the numerator.

Prescription of warfarin or 
DOAC and an antiplatelet 
drug in combination 
without co-prescription of an 
ulcer-healing drug

Patients aged ≥ 18 years prescribed 
warfarin or DOAC without co-prescription 
of ulcer-healing drug (PPI or H2 antagonist) 
within the 3 months leading up to the index 
date

Patients prescribed an antiplatelet drug 
(aspirin or clopidogrel or prasugrel or 
ticagrelor) within the 3 months leading 
up to the index date and within 28 days 
of the warfarin/DOAC prescription

1. Identify patients over 18 and prescribed warfarin or DOAC 
and prescribed an antiplatelet within 28 days or the war-
farin/DOAC prescription. This is the denominator. Split by 
locum [DL] and permanent GP [DP]. 

2. For both D. Identify those not prescribed PPI or H2 antago-
nist 3 months before antiplatelet. This is the numerator, that 
is determines if the antiplatelet was hazardous [NL and NP].

Prescription of aspirin in 
combination with another 
antiplatelet drug (without 
co-prescription of an 
ulcer-healing drug)

Patients aged ≥ 18 years prescribed aspirin 
without co-prescription of ulcer-healing 
drug (PPI or H2 antagonist) within the 3 
months leading up to the index date

Patients prescribed another antiplatelet 
drug (clopidogrel or prasugrel or 
ticagrelor) within the 3 months leading 
up to the index date and within 28 days 
of the aspirin prescription

1. Identify over 18 prescribed aspirin and prescribed an anti-
platelet within 28 days or the aspirin prescription. This is the 
denominator. Split by locum [DL] and permanent GP [DP]. 

2. For both D. Identify those not prescribed PPI or H2 antago-
nist 3 months before antiplatelet. This is the numerator, that 
is determines if the antiplatelet was hazardous [NL and NP].



D
O

I: 10.3310/CXM
K4017 

H
ealth and Social Care D

elivery Research 2024 Vol. 12 N
o. 37

225
Copyright ©

 2024 A
llen et al. This w

ork w
as produced by A

llen et al. under the term
s of a com

m
issioning contract issued by the Secretary of State for H

ealth  
and Social Care. This is an O

pen Access publication distributed under the term
s of the Creative Com

m
ons Att

ribution CC BY 4.0 licence, w
hich perm

its unrestricted use, 
distribution, reproduction and adaptation in any m

edium
 and for any purpose provided that it is properly att

ributed. See: htt
ps://creativecom

m
ons.org/licenses/by/4.0/. For 

att
ribution the title, original author(s), the publication source – N

IH
R Journals Library, and the D

O
I of the publication m

ust be cited.

Description of indicator Group at risk (denominator)
Group exposed to hazardous prescribing 
(numerator)

Operationalisation of hazardous prescribing indicators for 
locum and permanent GPs

Outcome: exacerbation of asthma

Prescription of a non- 
selective beta-blocker to a 
patient with asthma

Patients aged ≥ 18 years with a Read code 
for asthma at least 3 months before index 
date and no subsequent asthma resolved 
code during that time period

Patients prescribed a non-selective 
beta-blocker within the 3 months leading 
up to the index date

1. Identify patients over 18 with a Read code for asthma and 
prescribed a selective beta-blocker. This is the denominator. 
Split by locum [DL] and permanent GP [DP]. 

2. For both D. Identify those prescribed a non-selective beta- 
blocker 3 months before selective beta-blocker. This is the 
numerator, that is determines if the selective beta-blocker 
was hazardous [NL and NP].

Prescription of a long-acting 
beta-2 agonist inhaler 
(excluding combination 
products with inhaled 
corticosteroid) to a patient 
with asthma who is not 
also prescribed an inhaled 
corticosteroid

Patients aged ≥ 18 years with a Read code 
for asthma at least 3 months before index 
date (and no subsequent asthma resolved 
code during that time period) who have 
been prescribed a long-acting beta-2 
agonist inhaler (excluding combination 
products with inhaled corticosteroid) within 
the last 3 months

Patients not prescribed an inhaled 
corticosteroid within the 3 months 
leading up to the index date

1. Identify patients over 18 with a Read code for asthma and 
not prescribed an inhaled corticosteroid. This is the denomi-
nator. Split by locum [DL] and permanent GP [DP]. 

2. For both D. Identify those prescribed a long-lasting beta-2 
agonist inhaler. This is the numerator [NL and NP].

Outcome: heart failure

Prescription of an oral NSAID 
to a patient with heart failure

Patients aged ≥ 18 years who have a 
diagnosis of heart failure at least 3 months 
before the index date

Patients prescribed an oral NSAID within 
the 3 months leading up to the index 
date

1. Identify over 18 with a Read code for heart failure. This is 
the denominator. This is the same denominator for everyone 
[Di]. 

2. For both D. Identify those prescribed a NSAID. This is the 
numerator, that is determines if the NSAID was hazardous. 
[NL and NP].

Outcome: cardiovascular events, including stroke

Prescription of antipsychotics 
for > 6 weeks in a patient 
aged ≥ 65 years with demen-
tia but not psychosis

Patients aged ≥ 65 years with a Read code 
for dementia at least 3 months before the 
index date and no Read code for psychosis 
(or have a psychosis Read code and a 
subsequent psychosis resolved Read code) 
at least 3 months before the index date

Patients prescribed antipsychotic drugs 
at least once within the 3 months leading 
up to the index date

1. Identify over 65 with a Read code for dementia an antipsy-
chotic drug. This is the denominator. Split by locum [DL] and 
permanent GP [DP]. 

2. For both D. Identify those with no Read code for psychosis. 
This is the numerator i.e. determines if the antipsychotic 
drug was hazardous [NL and NP].

TABLE 36 Operational definitions for hazardous prescribing indicators A–J (PINCER) (continued)
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TABLE 37A Mixed-effects logistic regression for patient outcomes (4/12) over time pt1, ORa,b

Practice revisits Antibiotic prescriptions Opioid prescriptions Hypnotic prescriptions

Locum consultations 0.877 (0.871 to 0.884), 
< 0.001 (0.003)

1.215 (1.207 to 1.222), 
< 0.001 (0.004)

1.078 (1.065 to 1.093), 
< 0.001 (0.007)

0.962 (0.942 to 0.984), 
< 0.001 (0.010)

Gender (reference = male) 1.177 (1.172 to 1.181), 
< 0.001 (0.002)

1.107 (1.103 to 1.112), 
< 0.001 (0.002)

1.044 (1.037 to 1.052), 
< 0.001 (0.003)

1.179 (1.166 to 1.194), 
< 0.001 (0.007)

Age 1.005 (1.004 to 1.005), 
< 0.001 (0.001)

0.988 (0.988 to 0.989), 
< 0.001 (0.001)

1.018 (1.018 to 1.018), 
< 0.001 (0.001)

1.012 (1.012 to 1.013), 
< 0.001 (0.001)

Comorbidity score 1.197 (1.194 to 1.199), 
< 0.001 (0.001)

1.016 (1.013 to 1.019), 
< 0.001 (0.001)

1.033 (1.029 to 1.037), 
< 0.001 (0.001)

0.998 (0.991 to 1.004), 
< 0.535 (0.003)

Years registered with practice 0.998 (0.997 to 0.998), 
< 0.001 (0.001)

1.001 (1.001 to 1.002), 
< 0.001 (0.001)

0.998 (0.998 to 0.999), 
< 0.001 (0.001)

0.994 (0.994 to 0.995), 
< 0.001 (0.001)

Patient list size 1.001 (1.000 to 1.001), 
< 0.001 (0.001)

1.000 (1.000 to 1.001), 
< 0.001 (0.001)

0.999 (0.999 to 1.000), 
< 0.218 (0.001)

0.999 (0.999 to 0.999), 
< 0.001 (0.001)

IMD quintile (1 = most deprived)

Quintile 2 1.016 (1.009 to 1.022), 
< 0.001 (0.003)

1.009 (1.003 to 1.015), 
< 0.005 (0.003)

1.161 (1.146 to 1.176), 
< 0.001 (0.007)

1.028 (1.008 to 1.048), 
< 0.004 (0.009)

Quintile 3 1.027 (1.020 to 1.034), 
< 0.001 (0.003)

1.000 (0.994 to 1.006), 
< 0.880 (0.003)

1.286 (1.270 to 1.303), 
< 0.001 (0.008)

1.086 (1.065 to 1.107), 
< 0.001 (0.010)

Quintile 4 1.049 (1.041 to 1.057), 
< 0.001 (0.004)

0.992 (0.985 to 0.999), 
< 0.028 (0.003)

1.451 (1.431 to 1.470), 
< 0.001 (0.010)

1.193 (1.168 to 1.219), 
< 0.001 (0.012)

Quintile 5 1.057 (1.049 to 1.066), 
< 0.001 (0.004)

0.977 (0.970 to 0.984), 
< 0.001 (0.003)

1.702 (1.678 to 1.727), 
< 0.001 (0.011)

1.336 (1.305 to 1.368), 
< 0.001 (0.016)

Rurality 1.002 (0.994 to 1.011), 
< 0.677 (0.004)

1.000 (0.992 to 1.008), 
< 0.988 (0.004)

0.925 (0.910 to 0.941), 
< 0.001 (0.007)

0.972 (0.948 to 0.997), 
< 0.047 (0.012)

Region (reference = North East)

North West 0.854 (0.697 to 1.049), 
< 0.133 (0.090)

1.216 (1.001 to 1.476), 
< 0.048 (0.120)

0.983 (0.823 to 1.174), 
< 0.852 (0.090)

1.208 (0.925 to 1.580), 
< 0.164 (0.165)

Yorkshire and Humber 0.933 (0.724 to 1.202), 
< 0.593 (0.120)

1.110 (0.875 to 1.407), 
< 0.390 (0.134)

0.961 (0.773 to 1.195), 
< 0.719 (0.108)

1.019 (0.734 to 1.414), 
< 0.909 (0.170)

Midlands 0.866 (0.703 to 1.169), 
< 0.179 (0.088)

1.110 (0.910 to 1.350), 
< 0.303 (0.111)

0.941 (0.786 to 1.127), 
< 0.509 (0.087)

1.320 (1.007 to 1.731), 
< 0.044 (0.182)

East of England 0.942 (0.758 to 1.170), 
< 0.588 (0.104)

1.078 (0.881 to 1.321), 
< 0.468 (0.111)

0.857 (0.711 to 1.032), 
< 0.107 (0.082)

1.560 (1.180 to 2.062), 
< 0.002 (0.222)
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Practice revisits Antibiotic prescriptions Opioid prescriptions Hypnotic prescriptions

London 0.851 (0.696 to 1.044), 
< 0.121 (0.090)

1.104 (0.909 to 1.340), 
< 0.298 (0.109)

0.694 (0.581 to 0.829), 
< 0.001 (0.063)

1.221 (0.935 to 1.593), 
< 0.141 (0.165)

South East 0.943 (0.770 to 1.155), 
< 0.572 (0.099)

1.164 (0.965 to 1.410), 
< 0.118 (0.113)

0.841 (0.706 to 1.001), 
< 0.052 (0.076)

1.429 (1.098 to 1.857), 
< 0.008 (0.191)

South West 1.102 (0.893 to 1.361), 
< 0.365 (0.119)

1.044 (0.856 to 1.273), 
< 0.669 (0.105)

0.869 (0.725 to 1.043), 
< 0.132 (0.082)

1.512 (1.151 to 1.986), 
< 0.003 (0.211)

Year (reference year = 2010)

2011 1.040 (1.034 to 1.049), 
< 0.001 (0.003)

0.947 (0.941 to 0.953), 
< 0.001 (0.003)

1.004 (0.992 to 1.018), 
< 0.478 (0.006)

0.974 (0.954 to 0.994), 
< 0.010 (0.010)

2012 1.079 (1.071 to 1.087), 
< 0.001 (0.004)

0.974 (0.968 to 0.981), 
< 0.001 (0.003)

0.964 (0.952 to 0.977), 
< 0.001 (0.006)

0.910 (0.891 to 0.929), 
< 0.001 (0.009)

2013 1.096 (1.088 to 1.124), 
< 0.001 (0.004)

0.865 (0.859 to 0.871), 
< 0.001 (0.003)

0.962 (0.950 to 0.976), 
< 0.001 (0.007)

0.913 (0.893 to 0.932), 
< 0.001 (0.010)

2014 1.110 (1.099 to 1.116), 
< 0.001 (0.004)

0.860 (0.854 to 0.867), 
< 0.001 (0.003)

0.944 (0.930 to 0.958), 
< 0.001 (0.007)

0.886 (0.866 to 0.906), 
< 0.001 (0.010)

2015 1.114 (1.105 to 1.127), 
< 0.001 (0.005)

0.759 (0.752 to 0.765), 
< 0.001 (0.003)

0.941 (0.926 to 0.956), 
< 0.001 (0.008)

0.866 (0.845 to 0.889, < 
0.001 (0.011)

2016 1.136 (1.125 to 1.146), 
< 0.001 (0.005)

0.732 (0.724 to 0.739), 
< 0.001 (0.003)

0.907 (0.890 to 0.923), 
< 0.001 (0.008)

0.848 (0.823 to 0.872), 
< 0.001 (0.012)

2017 1.139 (1.126 to 1.150), 
< 0.001 (0.006)

0.724 (0.717 to 0.732), 
< 0.001 (0.004)

0.858 (0.841 to 0.876), 
< 0.001 (0.009)

0.835 (0.809 to 0.863), 
< 0.001 (0.013)

2018 1.116 (1.102 to 1.129), 
< 0.001 (0.006)

0.673 (0.665 to 0.680), 
< 0.001 (0.004)

0.806 (0.788 to 0.824), 
< 0.001 (0.009)

0.795 (0.768 to 0.824), 
< 0.001 (0.013)

2019 1.118 (1.104 to 1.132), 
< 0.001 (0.007)

0.662 (0.654 to 0.671), 
< 0.001 (0.004)

0.760 (0.742 to 0.780), 
< 0.001 (0.009)

0.740 (0.711 to 0.770), 
< 0.001 (0.013)

2020 1.470 (1.449 to 1.492), 
< 0.001 (0.010)

0.632 (0.621 to 0.644), 
< 0.001 (0.005)

0.774 (0.750 to 0.798), 
< 0.001 (0.011)

0.731 (0.694 to 0.770), 
< 0.001 (0.017)

2021 1.468 (1.441 to 1.497), 
< 0.001 (0.014)

0.644 (0.630 to 0.660), 
< 0.001 (0.007)

0.749 (0.718 to 0.782), 
< 0.001 (0.015)

0.656 (0.607 to 0.710), 
< 0.001 (0.023)

Constant 0.051 (0.042 to 0.063), 
< 0.001 (0.005)

0.149 (0.124 to 0.179), 
< 0.001 (0.014)

0.009 (0.007 to 0.010), 
< 0.001 (0.001)

0.004 (0.002 to 0.005), 
< 0.001 (0.001)

a 95% CIs are in brackets; results are reported as ORs followed by p-values and standard errors in brackets.
b Coefficients can be interpreted as proportionate changes, for example patients in the North West had on average 21.6% more antibiotic prescriptions than patients in the North East.

TABLE 37A Mixed-effects logistic regression for patient outcomes (4/12) over time pt1, ORa,b (continued)
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TABLE 37B Mixed-effects logistic regression for patient outcomes (8/12) over time pt2, ORa,b

Emergency admissions – same day
Emergency admissions –  
within 1–7 days

A&E attendances –  
same day

A&E attendances – 
within 1–7 days

Locum consultations 0.976 (0.930 to 1.025), 
< 0.344 (0.025)

0.999 (0.948 to 1.052), 
< 0.972 (0.026)

1.043 (1.008 to 1.078), 
< 0.014 (0.017)

1.052 (1.022 to 1.084), 
< 0.001 (0.015)

Gender (reference = male) 0.810 (0.790 to 0.832), 
< 0.001 (0.011)

0.911 (0.887 to 0.937), 
< 0.001 (0.012)

0.768 (0.753 to 0.782), 
< 0.001 (0.007)

0.870 (0.856 to 0.885), 
< 0.001 (0.007)

Age 0.998 (0.998 to 0.999), 
< 0.001 (0.001)

1.008 (1.007 to 1.009), 
< 0.001 (0.001)

0.988 (0.988 to 0.989), 
< 0.001 (0.001)

0.987 (0.986 to 0.987), 
< 0.001 (0.001)

Comorbidity score 1.352 (1.336 to 1.369), 
< 0.001 (0.001)

1.370 (1.354 to 1.386), 
< 0.001 (0.001)

1.185 (1.172 to 1.199), 
< 0.001 (0.007)

1.190 (1.178 to 1.203), 
< 0.001 (0.006)

Years registered with practice 1.001 (1.000 to 1.002), 
< 0.013 (0.001)

0.998 (0.997 to 0.999), 
< 0.001 (0.001)

1.002 (1.002 to 1.003), 
< 0.001 (0.001)

0.999 (0.997 to 0.999), 
< 0.001 (0.001)

Patient list size 0.999 (0.999 to 1.001), 
< 0.824 (0.001)

0.999 (0.998 to 0.999), 
< 0.001 (0.001)

1.000 (0.999 to 1.000), 
< 0.688 (0.001)

0.999 (0.998 to 0.999), 
< 0.001 (0.001)

IMD quintile (1 = most deprived)

Quintile 2 1.060 (1.014 to 1.107), 
< 0.009 (0.024)

1.098 (1.049 to 1.150), 
< 0.001 (0.025)

1.087 (1.053 to 1.121), 
< 0.001 (0.017)

1.096 (1.064 to 1.127), 
< 0.001 (0.016)

Quintile 3 1.118 (1.068 to 1.169), 
< 0.001 (0.026)

1.192 (1.137 to 1.249), 
< 0.001 (0.028)

1.139 (1.102 to 1.177), 
< 0.001 (0.019)

1.123 (1.091 to 1.157), 
< 0.001 (0.017)

Quintile 4 1.166 (1.111 to 1.224), 
< 0.001 (0.029)

1.257 (1.196 to 1.321), 
< 0.001 (0.030)

1.179 (1.138 to 1.221), 
< 0.001 (0.021)

1.211 (1.174 to 1.250), 
< 0.001 (0.019)

Quintile 5 1.218 (1.157 to 1.283), 
< 0.001 (0.032)

1.336 (1.266 to 1.409), 
< 0.001 (0.035)

1.209 (1.162 to 1.256), 
< 0.001 (0.024)

1.268 (1.223 to 1.311), 
< 0.001 (0.022)

Rurality 0.995 (0.944 to 1.049), 
< 0.866 (0.027)

0.927 (0.877 to 0.979), 
< 0.005 (0.025)

0.966 (0.926 to 1.007), 
< 0.001 (0.021)

0.945 (0.910 to 0.981), 
< 0.003 (0.018)

Region (reference = North East)

North West 0.786 (0.610 to 1.011), 
< 0.061 (0.101)

0.992 (0.802 to 1.226), 
< 0.940 (0.107)

0.971 (0.732 to 1.290), 
< 0.843 (0.141)

1.355 (1.103 to 1.664), 
< 0.004 (0.142)

Yorkshire and Humber 0.682 (0.496 to 0.939), 
< 0.019 (0.111)

0.985 (0.756 to 1.284), 
< 0.913 (0.133)

0.707 (0.496 to 1.008), 
< 0.056 (0.128)

1.104 (0.856 to 1.424), 
< 0.444 (0.143)

Midlands 0.858 (0.664 to 1.110), 
< 0.244 (0.113)

1.141 (0.920 to 1.414), 
< 0.229 (0.125)

1.068 (0.801 to 1.425), 
< 0.653 (0.157)

1.358 (1.101 to 1.674), 
< 0.004 (0.145)

East of England 0.783 (0.600 to 1.022), 
< 0.072 (0.106)

1.009 (0.808 to 1.260), 
< 0.937 (0.114)

1.022 (0.759 to 1.375), 
< 0.887 (0.155)

1.218 (0.981 to 2.511), 
< 0.072 (0.134)
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Emergency admissions – same day
Emergency admissions –  
within 1–7 days

A&E attendances –  
same day

A&E attendances – 
within 1–7 days

London 0.496 (0.385 to 0.641), 
< 0.001 (0.064)

0.927 (0.750 to 1.146), 
< 0.483 (0.099)

1.253 (0.944 to 1.662), 
< 0.117 (0.181)

1.576 (1.284 to 1.934), 
< 0.001 (0.165)

South East 0.669 (0.522 to 0.858), 
< 0.002 (0.085)

0.922 (0.749 to 1.136), 
< 0.447 (0.098)

1.019 (0.771 to 1.347), 
< 0.894 (0.145)

1.249 (1.020 to 1.530), 
< 0.031 (0.129)

South West 0.738 (0.570 to 0.958), 
< 0.022 (0.098)

0.851 (0.684 to 1.058), 
< 0.147 (0.094)

1.071 (0.801 to 1.432), 
< 0.645 (0.159)

1.169 (0.946 to 1.444), 
< 0.145 (0.126)

Year (reference year = 2010)

2011 1.000 (0.953 to 1.048), 
< 0.992 (0.024)

1.075 (1.022 to 1.131), 
< 0.005 (0.028)

1.087 (1.049 to 1.128), 
< 0.001 (0.020)

1.142 (1.106 to 1.179), 
< 0.001 (0.019)

2012 0.966 (1.038 to 1.014), 
< 0.160 (0.024)

1.083 (1.028 to 1.141), 
< 0.001 (0.029)

1.087 (1.048 to 1.128), 
< 0.001 (0.020)

1.187 (1.150 to 1.225), 
< 0.001 (0.019)

2013 0.987 (1.013 to 1.037), 
< 0.603 (0.025)

1.057 (1.001 to 1.114), 
< 0.014 (0.029)

1.147 (1.105 to 1.190), 
< 0.014 (0.022)

1.191 (1.154 to 1.231), 
< 0.014 (0.020)

2014 0.988 (1.024 to 1.041), 
< 0.654 (0.027)

1.089 (1.030 to 1.152), 
< 0.005 (0.031)

1.144 (1.100 to 1.190), 
< 0.005 (0.023)

1.222 (1.182 to 1.265), 
< 0.005 (0.021)

2015 1.016 (1.019 to 1.076), 
< 0.583 (0.030)

1.090 (1.027 to 1.158), 
< 0.009 (0.033)

1.198 (1.149 to 1.249), 
< 0.009 (0.026)

1.240 (1.195 to 1.285), 
< 0.009 (0.023)

2016 0.985 (1.054 to 1.052), 
< 0.650 (0.033)

1.117 (1.044 to 1.196), 
< 0.001 (0.039)

1.208 (1.152 to 1.266), 
< 0.001 (0.029)

1.211 (1.162 to 1.262), 
< 0.001 (0.026)

2017 1.100 (1.072 to 1.182), 
< 0.001 (0.040)

1.168 (1.084 to 1.258), 
< 0.001 (0.044)

1.287 (1.224 to 1.353), 
< 0.001 (0.033)

1.250 (1.195 to 1.308), 
< 0.001 (0.029)

2018 1.179 (1.177 to 1.270), 
< 0.001 (0.045)

1.174 (1.177 to 1.371), 
< 0.001 (0.050)

1.636 (1.557 to 1.719), 
< 0.001 (0.041)

1.327 (1.265 to 1.390), 
< 0.001 (0.032)

2019 1.216 (1.225 to 1.319), 
< 0.001 (0.050)

1.225 (1.225 to 1.448), 
< 0.001 (0.057)

1.591 (1.507 to 1.681), 
< 0.001 (0.044)

1.261 (1.197 to 1.330), 
< 0.001 (0.034)

2020 1.175 (1.157 to 1.304), 
< 0.001 (0.062)

1.196 (1.157 to 1.476), 
< 0.001 (0.071)

– –

2021 – – – –

Constant 0.002 (0.001 to 0.002), 
< 0.001 (0.001)

0.001 (0.001 to 0.001), 
< 0.001 (0.001)

0.004 (0.002 to 0.005), 
< 0.001 (0.001)

0.004 (0.004 to 0.006), 
< 0.001 (0.001)

a 95% CIs are in brackets; results are reported as ORs followed by p-values and standard errors in brackets.
b Coefficients can be interpreted as proportionate changes, for example, patients in the North West had on average 35.5% more A&E visits within 1–7 days than patients in the North 

East.

TABLE 37B Mixed-effects logistic regression for patient outcomes (8/12) over time pt2, ORa,b (continued)
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TABLE 37C Mixed-effects logistic regression for patient outcomes (12/12) over time pt3, ORa,b

ACSC admissions – 
same day

ACSC admissions – 
within 1–7 days Referrals Tests

Locum consultations 0.977 (0.929 to 1.027), 
< 0.362 (0.025)

0.981 (0.932 to 1.032), 
< 0.729 (0.025)

0.850 (0.842 to 0.858), 
< 0.001 (0.004)

0.805 (0.796 to 0.814), 
< 0.001 (0.005)

Gender (reference = male) 0.786 (0.766 to 0.808), 
< 0.001 (0.011)

0.906 (0.881 to 0.931), 
< 0.001 (0.013)

0.927 (0.922 to 0.932), 
< 0.001 (0.003)

0.995 (0.989 to 1.001), 
< 0.120 (0.003)

Age 0.999 (0.998 to 0.999), 
< 0.005 (0.001)

1.008 (1.007 to 1.009), 
< 0.001 (0.001)

1.008 (1.008 to 1.009), 
< 0.001 (0.001)

0.997 (0.997 to 0.998), 
< 0.001 (0.009)

Comorbidity score 1.339 (1.322 to 1.356), 
< 0.001 (0.008)

1.376 (1.361 to 1.391), 
< 0.001 (0.007)

0.877 (0.874 to 0.881), 
< 0.001 (0.001)

1.090 (1.086 to 1.094), 
< 0.001 (0.002)

Years registered with practice 1.002 (1.001 to 1.003), 
< 0.001 (0.001)

0.997 (0.996 to 0.998), 
< 0.001 (0.001)

0.999 (0.998 to 0.999), 
< 0.001 (0.001)

1.000 (0.998 to 1.001), 
< 0.103 (0.001)

Patient list size 0.999 (0.999 to 1.000), 
< 0.223 (0.001)

0.999 (0.998 to 0.999), 
< 0.001 (0.001)

1.000 (0.999 to 1.001), 
< 0.458 (0.002)

1.000 (1.000 to 1.001), 
< 0.001 (0.002)

IMD quintile (1 = most deprived)

Quintile 2 1.056 (1.010 to 1.104), 
< 0.016 (0.024)

1.103 (1.054 to 1.153), 
< 0.001 (0.025)

0.984 (0.977 to 0.993), 
< 0.001 (0.004)

1.009 (0.999 to 1.019), 
< 0.094 (0.005)

Quintile 3 1.121 (1.070 to 1.173), 
< 0.001 (0.026)

1.154 (1.102 to 1.209), 
< 0.001 (0.027)

0.963 (0.954 to 0.972), 
< 0.001 (0.004)

1.006 (0.995 to 1.016), 
< 0.300 (0.005)

Quintile 4 1.132 (1.078 to 1.189), 
< 0.001 (0.028)

1.264 (1.204 to 1.327), 
< 0.001 (0.031)

0.939 (0.929 to 0.948), 
< 0.001 (0.005)

1.017 (1.006 to 1.029), 
< 0.003 (0.006)

Quintile 5 1.132 (1.073 to 1.194), 
< 0.001 (0.031)

1.287 (1.220 to 1.356), 
< 0.001 (0.035)

0.976 (0.899 to 0.921), 
< 0.001 (0.005)

0.999 (0.986 to 1.012), 
< 0.848 (0.006)

Rurality 0.939 (0.890 to 0.991), 
< 0.005 (0.026)

0.893 (0.845 to 0.943), 
< 0.005 (0.025)

1.028 (1.014 to 1.040), 
< 0.001 (0.007)

0.977 (0.963 to 0.990), 
< 0.001 (0.007)

Region (reference = North East)

North West 0.828 (0.644 to 1.064), 
< 0.140 (0.105)

0.943 (0.767 to 1.159), 
< 0.576 (0.099)

0.942 (0.366 to 2.425), 
< 0.901 (0.454)

1.190 (0.661 to 2.142), 
< 0.562 (0.357)

Yorkshire and Humber 0.727 (0.530 to 0.998), 
< 0.048 (0.117)

0.885 (0.682 to 1.149), 
< 0.358 (0.117)

0.262 (0.080 to 0.860), 
< 0.027 (0.159)

1.342 (0.653 to 2.758), 
< 0.423 (0.493)

Midlands 0.884 (0.685 to 1.140), 
< 0.341 (0.115)

1.077 (0.873 to 1.329), 
< 0.487 (0.115)

0.829 (0.317 to 2.169), 
< 0.702 (0.407)

1.187 (0.653 to 2.157), 
< 0.574 (0.362)

East of England 0.808 (0.621 to 1.052), 
< 0.114 (0.109)

0.966 (0.777 to 1.201), 
< 0.759 (0.107)

0.715 (0.264 to 1.935), 
< 0.509 (0.363)

1.498 (0.809 to 2.772), 
< 0.198 (0.470)
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ACSC admissions – 
same day

ACSC admissions – 
within 1–7 days Referrals Tests

London 0.506 (0.393 to 0.651), 
< 0.001 (0.065)

0.880 (0.716 to 1.082), 
< 0.227 (0.093)

1.137 (0.443 to 2.919), 
< 0.789 (0.547)

1.733 (0.964 to 3.114), 
< 0.066 (0.519)

South East 0.710 (0.555 to 0.909), 
< 0.007 (0.089)

0.889 (0.726 to 1.089), 
< 0.257 (0.092)

0.690 (0.274 to 1.739), 
< 0.432 (0.325)

1.078 (0.604 to 1.923), 
< 0.799 (0.318)

South West 0.821 (0.635 to 1.063), 
< 0.135 (0.108)

0.812 (0.655 to 1.004), 
< 0.055 (0.088)

0.513 (0.195 to 1.353), 
< 0.177 (0.254)

0.903 (0.495 to 1.648), 
< 0.740 (0.277)

Year (reference year = 2010)

2011 1.009 (0.961 to 1.059), 
< 0.723 (0.025)

1.060 (1.007 to 1.115), 
< 0.024 (0.027)

0.925 (0.916 to 0.934), 
< 0.319 (0.005)

0.939 (0.929 to 0.949), 
< 0.001 (0.005)

2012 1.003 (0.954 to 1.054), 
< 0.904 (0.025)

1.095 (1.041 to 1.152), 
< 0.001 (0.028)

0.869 (0.860 to 0.878), 
< 0.001 (0.004)

0.905 (0.895 to 0.915), 
< 0.001 (0.005)

2013 0.982 (0.932 to 1.033), 
< 0.480 (0.026)

1.048 (0.994 to 1.106), 
< 0.079 (0.028)

0.882 (0.873 to 0.891), 
< 0.001 (0.005)

0.839 (0.830 to 0.849), 
< 0.001 (0.005)

2014 1.028 (0.974 to 1.084), 
< 0.319 (0.028)

1.114 (1.055 to 1.177), 
< 0.001 (0.030)

0.914 (0.904 to 0.923), 
< 0.001 (0.005)

0.830 (0.820 to 0.840), 
< 0.001 (0.005)

2015 0.982 (0.926 to 1.042), 
< 0.549 (0.030)

1.098 (1.035 to 1.165), 
< 0.002 (0.032)

0.944 (0.934 to 0.955), 
< 0.001 (0.006)

0.817 (0.806 to 0.827), 
< 0.001 (0.005)

2016 1.035 (0.968 to 1.107), 
< 0.317 (0.035)

1.114 (1.042 to 1.191), 
< 0.002 (0.037)

0.977 (0.965 to 0.989), 
< 0.001 (0.007)

0.839 (0.826 to 0.851), 
< 0.001 (0.006)

2017 1.086 (1.009 to 1.169), 
< 0.028 (0.041)

1.145 (1.065 to 1.233), 
< 0.001 (0.043)

0.971 (0.957 to 0.985), 
< 0.001 (0.007)

0.887 (0.873 to 0.902), 
< 0.001 (0.007)

2018 1.228 (1.139 to 1.325), 
< 0.001 (0.047)

1.275 (1.182 to 1.376), 
< 0.001 (0.049)

1.039 (1.022 to 1.052), 
< 0.001 (0.008)

0.926 (0.910 to 0.942), 
< 0.001 (0.008)

2019 1.204 (1.108 to 1.309), 
< 0.001 (0.051)

1.356 (1.250 to 1.471), 
< 0.001 (0.057)

1.015 (0.999 to 1.032), 
< 0.072 (0.008)

0.955 (0.937 to 0.973), 
< 0.001 (0.009)

2020 1.229 (1.107 to 1.364), 
< 0.001 (0.065)

1.347 (1.213 to 1.492), 
< 0.001 (0.071)

0.656 (0.640 to 0.673), 
< 0.001 (0.008)

0.322 (0.310 to 0.334), 
< 0.001 (0.006)

2021 – – 0.757 (0.734 to 0.781), 
< 0.001 (0.011)

0.437 (0.418 to 0.458), 
< 0.001 (0.010)

Constant 0.001 (0.001 to 0.002), 
< 0.001 (0.001)

0.001 (0.001 to 0.001), 
< 0.001 (0.001)

0.026 (0.011 to 0.063), 
< 0.001 (0.001)

0.020 (0.011 to 0.035), 
< 0.001 (0.006)

a 95% CIs are in brackets; results are reported as ORs followed by p-values and standard errors in brackets.
b Coefficients can be interpreted as proportionate changes, for example, patients in the North West had on average 19% more tests than patients in the North East.

TABLE 37C Mixed-effects logistic regression for patient outcomes (12/12) over time pt3, ORa,b (continued)
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TABLE 38A Mixed-effects logistic regression for safety indicators (5/10) over time pt1, ORa,b

Indicator A Indicator B Indicator C Indicator D Indicator E

Locum consultations 1.116 (1.077 to 1.157), 
< 0.001 (0.020)

1.442 (0.939 to 2.217), 
< 0.095 (0.316)

1.351 (0.720 to 2.535), 
< 0.349 (0.434)

0.772 (0.641 to 0.931), 
< 0.007 (0.074)

1.066 (0.790 to 1.438), 
< 0.675 (0.163)

Gender (reference = male) 0.756 (0.736 to 0.777), 
< 0.001 (0.010)

0.948 (0.696 to 1.291), 
< 0.735 (0.149)

0.821 (0.538 to 1.252), 
< 0.360 (0.177)

1.029 (0.902 to 1.175), 
< 0.665 (0.070)

1.255 (0.869 to 1.811), 
< 0.226 (0.235)

Age 0.983 (0.981 to 0.985), 
< 0.001 (0.001)

0.995 (0.985 to 1.005), 
< 0.354 (0.005)

1.019 (1.001 to 1.039), 
< 0.044 (0.010)

0.953 (0.948 to 0.959), 
< 0.001 (0.003)

1.001 (0.984 to 1.018), 
< 0.918 (0.008)

Comorbidity score 0.992 (0.980 to 1.004), 
< 0.193 (0.006)

0.975 (0.843 to 1.127), 
< 0.731 (0.072)

0.959 (0.827 to 1.112), 
< 0.579 (0.073)

0.874 (0.831 to 0.918), 
< 0.001 (0.022)

0.593 (0.496 to 0.710), 
< 0.001 (0.054)

Years registered with 
practice

0.999 (0.998 to 1.000), 
< 0.001 (0.001)

1.001 (0.992 to 1.016), 
< 0.502 (0.006)

0.998 (0.984 to 1.011), 
< 0.721 (0.007)

1.004 (0.996 to 1.004), 
< 0.838 (0.002)

1.013 (1.001 to 1.025), 
< 0.026 (0.005)

Patient list size 1.000 (1.000 to 1.001), 
< 0.001 (0.001)

1.000 (1.000 to 1.001), 
< 0.093 (0.001)

1.000 (0.999 to 1.000), 
< 0.475 (0.001)

1.000 (1.000 to 1.000), 
< 0.001 (0.001)

0.999 (0.999 to 1.000), 
< 0.219 (0.001)

IMD quintile (1 = most deprived)

Quintile 2 1.059 (1.020 to 1.100), 
< 0.003 (0.020)

1.183 (0.685 to 2.046), 
< 0.547 (0.331)

1.923 (0.980 to 3.770), 
< 0.057 (0.661)

0.947 (0.780 to 1.149), 
< 0.582 (0.094)

1.690 (1.014 to 2.818), 
< 0.044 (0.441)

Quintile 3 1.137 (1.093 to 1.182), 
< 0.001 (0.023)

1.130 (0.664 to 1.192), 
< 0.653 (0.307)

1.326 (0.695 to 2.533), 
< 0.392 (0.438)

0.867 (0.711 to 1.058), 
< 0.159 (0.088)

0.990 (0.612 to 1.599), 
< 0.966 (0.243)

Quintile 4 1.171 (1.122 to 1.222), 
< 0.001 (0.025)

0.938 (0.557 to 1.580), 
< 0.810 (0.249)

1.160 (0.583 to 2.306), 
< 0.673 (0.407)

1.055 (0.857 to 1.300), 
< 0.611 (0.112)

0.741 (0.400 to 1.371), 
< 0.339 (0.233)

Quintile 5 1.338 (1.275 to 1.404), 
< 0.001 (0.033)

1.119 (0.661 to 1.894), 
< 0.675 (0.301)

2.007 (0.984 to 4.095), 
< 0.055 (0.730)

0.945 (0.753 to 1.186), 
< 0.627 (0.110)

0.529 (0.287 to 0.975), 
< 0.041 (0.165)

Rurality 0.787 (0.760 to 0.814), 
< 0.001 (0.014)

1.126 (0.699 to 1.814), 
< 0.625 (0.274)

1.066 (0.564 to 2.015), 
< 0.843 (0.346)

1.261 (1.057 to 1.506), 
< 0.010 (0.113)

2.055 (1.253 to 3.370), 
< 0.004 (0.519)

Region (reference = North East)

North West 0.842 (0.753 to 0.943), 
< 0.003 (0.048)

1.411 (0.584 to 3.407), 
< 0.444 (0.635)

1.166 (0.277 to 4.912), 
< 0.834 (0.856)

3.666 (1.773 to 7.580), 
< 0.001 (1.358)

0.164 (0.047 to 0.566), 
< 0.004 (0.104)

Yorkshire and Humber 2.057 (1.793 to 2.361), 
< 0.001 (0.144)

1.483 (0.432 to 5.091), 
< 0.531 (0.933)

4.520 (0.691 to 29.585), 
< 0.116 (4.333)

3.697 (1.600 to 8.544), 
< 0.002 (1.580)

2.975 (0.606 to 14.607), 
< 0.179 (2.416)

Midlands 0.828 (0.739 to 0.928), 
< 0.001 (0.048)

1.773 (0.705 to 4.461), 
< 0.224 (0.835)

1.301 (0.302 to 5.604,  
< 0.724 (0.969)

3.020 (1.452 to 6.281), 
< 0.003 (1.128)

1.142 (0.313 to 4.168), 
< 0.841 (0.754)

East of England 1.067 (0.948 to 1.200), 
< 0.281 (0.064)

2.441 (0.880 to 6.769), 
< 0.086 (1.270)

2.317 (0.500 to 10.724), 
< 0.282 (1.811)

2.424 (1.149 to 5.116), 
< 0.020 (0.924)

1.755 (0.470 to 6.552), 
< 0.403 (1.180)
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Indicator A Indicator B Indicator C Indicator D Indicator E

London 0.990 (0.882 to 1.111), 
< 0.866 (0.058)

0.904 (0.359 to 2.276), 
< 0.830 (0.426)

1.507 (0.347 to 6.538), 
< 0.584 (1.128)

2.472 (1.184 to 5.162), 
< 0.016 (0.929)

0.214 (0.058 to 0.789), 
< 0.021 (0.142)

South East 0.912 (0.816 to 1.019), 
< 0.104 (0.052)

1.946 (0.801 to 4.727), 
< 0.141 (0.881)

1.607 (0.377 to 6.849), 
< 0.522 (1.188)

3.388 (1.644 to 6.982), 
< 0.001 (1.250)

0.670 (0.190 to 2.360), 
< 0.532 (0.430)

South West 0.939 (0.837 to 1.052), 
< 0.277 (0.055)

1.881 (0.739 to 4.786), 
< 0.185 (0.896)

1.706 (0.375 to 7.766), 
< 0.490 (1.319)

4.018 (1.933 to 8.353), 
< 0.001 (1.500)

1.684 (0.466 to 6.085), 
< 0.426 (1.104)

Year (reference year = 2010)

2011 0.800 (0.776 to 0.826), 
< 0.001 (0.012)

0.846 (0.562 to 1.272), 
< 0.422 (0.176)

0.991 (0.609 to 1.614), 
< 0.973 (0.246)

1.120 (0.955 to 1.315), 
< 0.164 (0.091)

0.506 (0.374 to 0.683), 
< 0.001 (0.078)

2012 0.676 (0.654 to 0.698), 
< 0.001 (0.011)

1.166 (0.749 to 1.815), 
< 0.496 (0.263)

1.732 (0.996 to 3.013), 
< 0.052 (0.489)

1.005 (0.852 to 1.186), 
< 0.953 (0.085)

0.464 (0.336 to 0.639), 
< 0.001 (0.076)

2013 0.609 (0.589 to 0.630), 
< 0.001 (0.010)

1.013 (0.627 to 1.637), 
< 0.959 (0.248)

2.071 (1.157 to 3.707), 
< 0.014 (0.615)

0.886 (0.746 to 1.051), 
< 0.165 (0.077)

0.491 (0.359 to 0.671), 
< 0.001 (0.078)

2014 0.577 (0.556 to 0.598), 
< 0.001 (0.011)

1.134 (0.668 to 1.925), 
< 0.642 (0.306)

1.802 (0.943 to 3.442), 
< 0.075 (0.595)

0.960 (0.805 to 1.145), 
< 0.651 (0.086)

0.523 (0.373 to 0.733), 
< 0.001 (0.090)

2015 0.484 (0.464 to 0.504), 
<0.001 (0.010)

0.882 (0.493 to 1.578), 
< 0.673 (0.262)

2.867 (1.371 to 5.992), 
< 0.005 (1.078)

0.857 (0.711 to 1.032, 
< 0.104 (0.082)

0.468 (0.322 to 0.680), 
< 0.001 (0.089)

2016 0.422 (0.402 to 0.442), 
< 0.001 (0.011)

1.181 (0.578 to 2.416), 
< 0.648 (0.431)

3.066 (1.298 to 6.993), 
< 0.011 (1.295)

0.793 (0.646 to 0.973), 
< 0.026 (0.083)

0.172 (0.109 to 0.271), 
< 0.001 (0.040)

2017 0.391 (0.370 to 0.414), 
< 0.001 (0.011)

0.835 (0.352 to 1.987), 
< 0.683 (0.369)

1.009 (0.363 to 2.805), 
< 0.986 (0.526)

0.623 (0.496 to 0.782), 
< 0.001 (0.072)

0.139 (0.087 to 0.220), 
< 0.001 (0.033)

2018 0.351 (0.330 to 0.373), 
< 0.001 (0.011)

0.940 (0.332 to 2.661), 
< 0.907 (0.499)

1.704 (0.473 to 6.132), 
< 0.415 (1.113)

0.383 (0.294 to 0.501), 
< 0.001 (0.052)

0.063 (0.036 to 0.111),< 
0.001 (0.018)

2019 0.289 (0.269 to 0.311), 
< 0.001 (0.011)

1.021 (0.330 to 3.162), 
< 0.971 (0.589)

0.266 (0.051 to 1.374), 
< 0.114 (0.223)

0.319 (0.234 to 0.433), 
< 0.001 (0.050)

0.120 (0.065 to 0.221), 
< 0.001 (0.037)

2020 0.316 (0.287 to 0.349), 
< 0.001 (0.016)

1.713 (0.418 to 7.028), 
< 0.455 (1.234)

9.810 (0.772 to 124.623),  
< 0.078 (12.722)

0.223 (0.143 to 0.347), 
< 0.001 (0.050)

0.020 (0.009 to 0.045), 
< 0.001 (0.008)

2021 0.382 (0.331 to 0.441), 
< 0.001 (0.028)

22.005 (0.923 to 524.69),  
< 0.056 (35.607)

- 0.285 (0.148 to 0.545), 
< 0.001 (0.094)

0.010 (0.001 to 0.068), 
< 0.001 (0.010)

Constant 13.369 (11.145 to 
16.036), < 0.001 (0.005)

1.402 (0.436 to 4.515), 
< 0.571 (0.836)

0.011 (0.013 to 0.080), 
< 0.001 (0.010)

0.003 (0.001 to 0.007), 
< 0.001 (0.013)

180.80 (29.810 to 
1096.55), < 0.001 (166.27)

a 95% CIs are in brackets; results are reported as IRRs followed by p-values and standard errors in brackets.
b Coefficients can be interpreted as proportionate changes, for example, patients in the North West had on average 15.8% fewer consultations where a prescribing error for indicator A 

was triggered than patients in the North East.

TABLE 38A Mixed-effects logistic regression for safety indicators (5/10) over time pt1, ORa,b (continued)
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TABLE 38B Mixed-effects logistic regression for safety indicators (10/10) over time pt2, ORa,b

Indicator F Indicator G Indicator H Indicator I Indicator J

Locum 
consultations

0.992 (0.915 to 1.076), 
< 0.852 (0.041)

0.994 (0.906 to 
1.090), < 0.894 (0.047)

0.888 (0.848 to 
0.929), < 0.001 (0.021)

0.958 (0.812 to 
1.130), < 0.613 (0.010)

0.487 (0.193 to 1.229), 
< 0.128 (0.230)

Gender 
(reference = male)

0.668 (0.555 to 0.806), 
< 0.001 (0.063)

1.565 (1.416 to 
1.728), < 0.001 (0.080)

1.070 (1.007 to 
1.136), < 0.001 (0.032)

0.962 (0.850 to 
1.087), < 0.534 (0.007)

0.568 (0.279 to 1.156), 
< 0.119 (0.206)

Age 0.965 (0.958 to 0.972), 
< 0.001 (0.004)

0.933 (0.930 to 
0.936), < 0.001 (0.002)

1.008 (1.006 to 
1.009), < 0.001 (0.001)

0.966 (0.961 to 
0.970), < 0.001 (0.001)

1.097 (1.034 to 1.164), 
< 0.002 (0.033)

Comorbidity score 0.556 (0.506 to 0.611), 
< 0.001 (0.026)

0.665 (0.637 to 
0.693), < 0.001 (0.014)

1.106 (1.077 to 
1.134), < 0.001 (0.014)

0.891 (0.854 to 
0.930), < 0.001 (0.003)

0.889 (0.698 to 1.130), 
< 0.337 (0.109)

Years registered 
with practice

1.008 (1.002 to 1.014), 
< 0.006 (0.003)

0.997 (0.994 to 
1.002), < 0.151 (0.001)

1.005 (0.998 to 
1.003), < 0.655 (0.001)

1.001 (0.998 to 
1.004), < 0.509 (0.001)

1.021 (0.999 to 1.042), 
< 0.052 (0.011)

Patient list size 1.000 (1.000 to 1.001), 
< 0.002 (0.001)

1.000 (1.000 to 
1.001), < 0.818 (0.001)

0.999 (0.999 to 
1.000), < 0.001 (0.001)

0.999 (0.999 to 
1.000), < 0.656 (0.001)

1.000 (0.998 to 1.001), 
< 0.667 (0.001)

IMD quintile (1 = most deprived)

Quintile 2 0.964 (0.738 to 1.260), 
< 0.791 (0.132)

1.035 (0.893 to 
1.200), < 0.647 (0.078)

0.861 (0.788 to 
0.941), < 0.001 (0.039)

1.093 (0.906 to 
1.318), < 0.353 (0.009)

0.806 (0.296 to 2.190), 
< 0.672 (0.411)

Quintile 3 0.836 (0.638 to 1.095), 
< 0.195 (0.115)

0.932 (0.803 to 
1.083), < 0.351 (0.071)

0.748 (0.684 to 
0.819), < 0.001 (0.034)

0.962 (0.794 to 
1.166), < 0.695 (0.010)

0.441 (0.174 to 1.120), 
< 0.085 (0.210)

Quintile 4 0.798 (0.599 to 1.064), 
< 0.124 (0.117)

0.934 (0.804 to 
1.085), < 0.375 (0.071)

0.736 (0.675 to 
0.804), < 0.001 (0.033)

1.057 (0.867 to 
1.288), < 0.582 (0.012)

0.816 (0.304 to 2.190), 
< 0.686 (0.411)

Quintile 5 0.400 (0.285 to 0.560), 
< 0.001 (0.069)

0.892 (0.763 to 
1.043), < 0.151 (0.071)

0.763 (0.695 to 
0.837), < 0.001 (0.036)

1.178 (0.958 to 
1.448), < 0.120 (0.015)

1.724 (0.517 to 5.751), 
< 0.375 (1.059)

Rurality 1.264 (1.005 to 1.591,  
< 0.045 (0.148)

0.975 (0.846 to 
1.122), < 0.721 (0.070)

0.824 (0.752 to 
0.902), < 0.001 (0.038)

0.959 (0.809 to 
1.137), < 0.631 (0.012)

1.288 (0.481 to 3.448), 
< 0.615 (0.647)

Region (reference = North East)

North West 0.149 (0.086 to 0.259), 
< 0.001 (0.042)

1.085 (0.761 to 
1.548), < 0.651 (0.196)

0.392 (0.325 to 
0.472), < 0.001 (0.037)

2.269 (1.277 to 
4.031), < 0.165 (0.168)

0.042 (0.007 to 2.375), 
< 0.124 (0.086)

Yorkshire and 
Humber

0.753 (0.397 to 1.428), 
< 0.385 (0.246)

1.027 (0.626 to 
1.684), < 0.916 (0.259)

0.877 (0.668 to 
1.151), < 0.001 (0.122)

2.231 (1.126 to 
4.423), < 0.021 (0.177)

0.023 (0.002 to 1.892), 
< 0.094 (0.052)

Midlands 0.263 (0.151 to 0.457), 
< 0.001 (0.074)

0.894 (0.620 to 
1.289), < 0.547 (0.167)

0.410 (0.339 to 
0.496), < 0.001 (0.040)

3.084 (1.725 to 
5.514), < 0.001 (0.190)

0.029 (0.001 to 1.677), 
< 0.087 (0.059)

East of England 0.229 (0.128 to 0.411), 
< 0.001 (0.068)

0.787 (0.537 to 
1.155), < 0.222 (0.154)

0.497 (0.406 to 
0.609), < 0.001 (0.052)

1.824 (0.991 to 
3.357), < 0.053 (0.230)

0.111 (0.015 to 7.694), 
< 0.309 (0.240)

London 0.055 (0.029 to 0.103), 
< 0.001 (0.018)

0.899 (0.623 to 
1.297), < 0.569 (0.168)

0.827 (0.684 to 
0.999), < 0.049 (0.080)

2.273 (1.262 to 
4.094), < 0.006 (0.171)

0.019 (0.001 to 1.115), 
< 0.056 (0.039)
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Indicator F Indicator G Indicator H Indicator I Indicator J

South East 0.209 (0.123 to 0.357), 
< 0.001 (0.057)

0.861 (0.603 to 
1.228), < 0.409 (0.156)

0.347 (0.288 to 
0.418), < 0.059 (0.033)

2.466 (1.388 to 
4.382), < 0.002 (0.199)

0.050 (0.008 to 2.898), 
< 0.148 (0.103)

South West 0.681 (0.399 to 1.164), 
< 0.161 (0.186)

0.907 (0.622 to 
1.321), < 0.609 (0.174)

0.368 (0.302 to 
0.448), < 0.145 (0.037)

2.737 (1.526 to 
4.910), < 0.001 (0.218)

0.026 (0.001 to 1.550), 
< 0.080 (0.054)

Year (reference year = 2010)

2011 0.815 (0.748 to 0.888), 
< 0.001 (0.036)

0.876 (0.778 to 
0.986), < 0.028 (0.053)

0.760 (0.732 to 
0.790), < 0.001 (0.015)

0.902 (0.779 to 
1.043), < 0.163 (0.010)

0.826 (0.340 to 2.006), 
< 0.673 (0.374)

2012 0.687 (0.627 to 0.753), 
< 0.001 (0.032)

0.805 (0.713 to 
0.908), < 0.001 (0.050)

0.648 (0.623 to 
0.674), < 0.001 (0.013)

0.653 (0.554 to 
0.770), < 0.001 (0.009)

0.911 (0.366 to 2.269), 
< 0.842 (0.424)

2013 0.595 (0.541 to 0.654), 
< 0.001 (0.029)

0.785 (0.696 to 
0.887), < 0.001 (0.049)

0.478 (0.459 to 
0.498), < 0.001 (0.010)

0.669 (0.565 to 
0.792), < 0.001 (0.010)

1.423 (0.528 to 3.835), 
< 0.485 (0.720)

2014 0.594 (0.537 to 0.658), 
< 0.001 (0.031)

0.753 (0.664 to 
0.853), < 0.001 (0.048)

0.387 (0.370 to 
0.404), < 0.001 (0.009)

0.686 (0.575 to 
0.820), < 0.001 (0.010)

0.857 (0.320 to 2.292), 
< 0.758 (0.430)

2015 0.474 (0.424 to 0.529), 
< 0.001 (0.027)

0.758 (0.664 to 
0.865), < 0.001 (0.051)

0.274 (0.260 to 
0.288), < 0.001 (0.007)

0.510 (0.416 to 0.625, 
< 0.001 (0.011)

1.361 (0.422 to 4.394), 
< 0.606 (0.814)

2016 0.359 (0.318 to 0.406), 
< 0.001 (0.022)

0.726 (0.630 to 
0.837), < 0.001 (0.053)

0.228 (0.214 to 
0.241), < 0.001 (0.007)

0.499 (0.399 to 
0.624), < 0.001 (0.012)

2.422 (0.615 to 9.541), 
< 0.206 (1.694)

2017 0.326 (0.286 to 0.373), 
< 0.001 (0.022)

0.703 (0.604 to 
0.819), < 0.001 (0.055)

0.171 (0.160 to 
0.184), < 0.001 (0.006)

0.402 (0.309 to 
0.523), < 0.001 (0.013)

3.228 (0.522 to 19.954), 
< 0.207 (3.000)

2018 0.332 (0.287 to 0.384), 
< 0.001 (0.025)

0.721 (0.612 to 
0.849), < 0.001 (0.060)

0.121 (0.111 to 
0.132), < 0.001 (0.005)

0.233 (0.168 to 
0.324), < 0.001 (0.013)

2.495 (0.329 to 18.935), 
< 0.377 (2.580)

2019 0.265 (0.225 to 0.312), 
< 0.001 (0.022)

0.784 (0.658 to 
0.934), < 0.006 (0.070)

0.085 (0.077 to 
0.095), < 0.001 (0.005)

0.323 (0.234 to 
0.446), < 0.001 (0.013)

0.978 (0.179 to 5.353), 
< 0.979(0.848)

2020 0.346 (0.281 to 0.427), 
< 0.001 (0.037)

0.616 (0.486 to 
0.781), < 0.001 (0.075)

0.049 (0.041 to 
0.057), < 0.001 (0.004)

0.262 (0.171 to 
0.403), < 0.001 (0.017)

4.105 (0.273 to 61.700), 
< 0.307 (5.676)

2021 0.497 (0.380 to 0.650), 
< 0.001 (0.068)

0.539 (0.373 to 
0.779), < 0.001 (0.101)

0.023 (0.017 to 
0.031), < 0.001 (0.003)

0.378 (0.214 to 
0.668), < 0.001 (0.023)

2.247 (0.040 to 
126.372), < 0.694 (4.619)

Constant 2,624.92(1,285.25 
to 5361.01), < 0.001 
(956.37)

3.632 (2.393 to 
5.514), < 0.001 (0.773)

0.001 (0.001 to 
0.001), < 0.001 (0.001)

0.010 (0.005 to 
0.020), < 0.001 (0.004)

48.753 (0.111 to 
21,361.8), < 0.210 
(151.30)

a 95% CIs are in brackets; results are reported as IRRs followed by p-values and standard errors in brackets.
b Coefficients can be interpreted as proportionate changes, for example, patients in the North West had on average 85.1% fewer consultations where a prescribing error for indicator F 

was triggered than patients in the North East.

TABLE 38B Mixed-effects logistic regression for safety indicators (10/10) over time pt2, ORa,b (continued)
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FIGURE 47 Regional variation in the proportion of locum consultations in 2010–21.
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FIGURE 48 Regional variation in the proportion of F2F locum consultations in 2010–21.
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Appendix 8 Additional material for Chapter 10: 
the use of locum doctors in National Health 
Service trusts in England: analysis of electronic 
patient records
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Appendix 9 Locum doctors in the NHS: 
Understanding and improving the quality and 
safety of healthcare (policy report)
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4

Summary
Doctors who work in the NHS in temporary positions are generally known as “locum 
doctors”. They may be working for a hospital or a general practice just for a single shift or a few
days, or may work there for several weeks or even months. Often, locum doctors are used
to cover staff sickness or absence, or to provide for longer term cover for staff vacancies.
Whilesome doctors justworkas locums,others will havea permanent job but do some
extra shifts as a locum as well.

The NHS needs locum doctors. They are a key component of the 
medical workforce in the NHS and provide necessary flexibility 
and additional capacity for healthcare organisations and services.
But they should be used appropriately, and where they are used, 
they should be supported effectively.

The number of doctors working as locums, and the costs of this to
the NHS have caused some concerns nationally in recent years.
It has also been suggested that locum doctors may not provide as
good a quality of care as permanent doctors. So, we setout to find
out more, through two largesurveys of NHStrusts and general
practices in England; interviews and focus group discussions with
staff in NHS organisations and with locums, locum agencies and
patients; and by analysing data that had alreadybeencollected
about the NHS workforce and about clinical care.
This report presents our findings and their implications. There is 
more detail available in the full research report which will be
published in the National Institute forHealthand Care Research 
journal library (www.journalslibrary.nihr.ac.uk).

We hope this research helps locum doctors and people who work 
with them in the NHS and contributes to the future development of
policy in this area by government, regulators and other key 
stakeholders. We thank everyone who contributed to and 
supported our research.

At a national level, increased locum working probably has 
marginal effects on overall workforce capacity as doctors 
move from permanent employed positions into working as a 
locum and vice versa or do both at the same time.

Locum doctors are just one way of providing medical 
workforce flexibility and capacity – others include internal staff 
banks, flexible working arrangements and contracts, hybrid 
clinical posts, role substitution, etc.

In summary:

• Locum doctors are a heterogeneous group – including some 
doctors taking time out of a training pathway, some wanting to
work flexibly because of family or caring responsibilities, some
recently registered in the UK and wanting to gain experience, 
and some towards the end of their careers wanting part-time 
and flexible work but not wanting to retire yet.

• Locum doctors provide a relatively small proportion of patient 
care in both NHS trusts and primary care, and that share of 
care provided by locums has not increased as much as people 
think in recent years. But locum use is much higher in some 
areas of England, some organisations, and some specialties. 
It is higher in smaller organisations/practices, and higher in 
those with worse Care Quality Commission ratings.

• For many doctors working as locums, their choice to do so has 
been influenced by some aspects of working in a conventional 
employed position in an NHS organisation. The increased 
workload, increasing work stress and burnout, loss of 
professional autonomy and control, and the burden of non-
clinical and administrative work all seem to play a part.
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5

Summary

• Sustained high use of locums – what some interviewees termed 
a “service running on locums”, is problematic, and may well be a 
threat to patient safety and quality. The use of a lot of short-
term locums who are unfamiliar with the organisation may also 
be a particular safety and quality concern.

• When there are concernsabout thepracticeofa locum
doctor, they are often not dealt with properly. Locums and
locum agencies get little feedback on performance,
placements may just be terminatedearly,and the
arrangements fordealing with

• There is quite a bit of prejudice against locums.Theyare blamed 
by some people for being paid more than permanent staff, 
criticised for not contributing fully, and sometimes regarded as
less clinically competent than permanent doctors. Some of the 
criticisms were very much focused on overseas trained doctors 
with an undertone of racism and some of the locums we 
interviewed shared their experiences of racism.

• It is hard for locum agencies to provide proper oversight
of the locum doctors on their books, and to provide
appraisal, revalidation and, where needed, remediation.
Changes to the way locums and locum agencies are
governed and regulated may be needed.

• The NHS England national guidance on locum working 
arrangements is prettygood, but awareness is poor,especially in 
primarycare, and adherence beyond the basics of checking GMC 
registration and the like is very variable.

• The best organisations invest properly in locums by providing 
a decent induction and support, involving locums properly in
activities like clinical staff meetings, professional 
development, and audit or quality improvement. In the long 
run organisations will get better value for money from locums 
who are treated as

• There are some differences in practice and performance 
between locum doctors and permanent doctors. These seem 
likely to relate more to organisational working arrangements
than to any intrinsic differences in clinical performance or 
competence.
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1Introduction

The use of locum doctors in the NHS is widely believed to have increased in recent 
years, and there have been many concerns among policymakers,healthcare 
providers, professional associationsand professional regulatorsabout the 
quality/safety, cost and effective use of locum doctors. But we have remarkably little 
empiricalevidenceabout the realities of locumpractice andperformance, or about
what can be done to assure the safety and quality of care provided by locums in the
NHS.

This report is based on research on locum doctors in England carried out by a team at
theUniversityofManchesterand funded by the National Institute forHealth and Care
Research. It isaimedatpeopleworking inandwith theNHSwhoare involved in working
with or managing locum doctors (such asmedicaldirectors, responsible officers,
medical staffingmanagers andothers);professionalandorganisational regulators;
andpolicymakersconcerned with themedicalworkforceandwith the quality and
safety of care in the NHS.

• Sections 2 and 3 provide a concise summaryof what we already 
know about the use of locum doctors in the NHS in England. 
Section 2 focuses on the context – the numbers of doctors 
working as locums, the costs involved, the policies and guidance 
produced by NHS England and others, and some insights into 
locum doctor working arising from research into the 
implementation of medical revalidation. Section 3 examines the 
existing evidence on the quality and safety of locum doctor 
practice,and presentsour framework ofeightkey factors which
mayaffect thequalityandsafetyof locumdoctorworking.

Section 6 examines how locum doctors are used in the 
NHS, their working arrangements and conditions, and the 
implications for quality and safety. It finds that national 
guidance on this area is not well understood or used, and 
that poor induction and ongoing support for locum doctors 
lead to problems which are then sometimes attributed to the 
locums themselves. It highlights the difficulties which exist in 
dealing with any concerns about a locum doctor which can 
mean that such problems are not addressed.

• Finally, in section 8 we draw together our conclusions and some 
implications from the research for policy and practice.

• Section 5 explores the nature, scale and scope of locum doctor 
working in the NHS in England, looking at both primary care and 
at NHS trusts. It highlights a great deal of variation in levels of 
locum usage and some of the factors associated with higher 
levels of locum usage.

The report is structured into eight main sections, as follows:

• Section7presents our findings on whether there are significant 
differences in practice and performance between locum doctors 
and permanent doctors. Overall, we find from our survey that 
those working with locums generally think differences are fairly
limited and are often in areas – like providing continuity of care 
or following organisational policies and procedures – which are 
more to do with the organisation than the locums. Looking at a
large dataset of clinical records in primary care we find a rather 
mixed picture of differences in practice.

Section 4 sets out briefly how we approached our research –
there is also a link to the full research protocol and research
report for those who want to know more.
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Background:
What we already know 

about locum doctors in the 
NHS in England

ThenumbersofdoctorsworkingaslocumsintheNHSinEnglandarethought tohave 
grown substantiallyover the lastdecade,although therehasbeensurprisingly little
empirical data published on the NHS medical workforce to substantiate this trend. 
Nevertheless, between 2009 and 2015, the use of locums in NHS hospitals was 
reported tohavealmostdoubled1 andbetween2015and2019 thenumberof locums 
working in primary care was reported to have increased by 250%2. In 2018, 8,810 
doctors were registered with the GMC as working primarily as a locum, representing 
3.6% of all registered doctors, though it is believed that many other doctors 
undertake some locumworkalongsidemore conventional permanentemployment3.

Locumdoctors are essential formaintaining continuityof
service and providing flexibility in service capacity and
provision in the NHS. Healthcare organisations use them to
cover gaps in rotas due to unplanned absence or
recruitment and retention problems, and also to fill service
gaps in underserved or shortage specialties and areas.
However, rising locum numbers and particularly the
associated increase in costhave led to a growing concern
among policymakers, employers and professional
associationsabout locum use.4-6 Medical agency staffwere
estimated to havecost the NHS£1.1 billion in 2015/16,7 anda 
locum pay cap was introduced in 2015 to curb expenditure.8

Before undertaking this research, we had alreadyundertaken
an international review of the empirical and “grey” literature
on locum doctors and the quality and safety of patient care,9

including a comparative analysis of the use of locums in five
countries. Overall, locums were generally regarded as
necessary but potentially problematic, in that they may allow
healthcare organisations to maintain appropriate staffing levels 
and flexibility, but they may also adversely affect continuity of
care, patient safety, team functioning and costs. This
literature also suggested that there was often a lack of
robust systems for managing/overseeing locum doctors
including inadequate pre- employment checks and
induction, unclear line management structures,poor
supervisionand reporting ofperformance,and a risk that
locums with performance problems move from 
organisation to organisation.

NHS Employers, NHS England and NHS Improvement have all 
produced guidance on locum working and employment for NHS 
organisations, locum agencies and locums themselves.10-12

However, evidence suggests that some basic requirements 
(such as adequate induction and familiarisation with 
organisational systems and procedures) are often lacking, 
communication especially about locum performance between 
organisations and locum agencies is poor, and locum doctors 
often are not included in or given access to systems for clinical 
governance and professional development.13-15

Some insights into these issues arose from the introduction of 
medical revalidation in the United Kingdom from 2012 onwards. 
Revalidation requires all doctors to demonstrate that they are u to
date and fit to practise through participating in regular, annual 
appraisals and securing a five yearly revalidation
recommendation to the General Medical Council from a senior 
doctor in their employing organisation (known as a responsible
officer). Research on the implementation of revalidation highlighted
the lack of robust arrangements for clinical governance for locum
doctors.14 Locums had difficulties in arranging annual appraisals and
collecting the portfolio of supporting information about their practice
that was required for revalidation (for example patientand colleague
feedback, details of adverse events and complaints/compliments,
records of continuingprofessional development, etc.).As a result
their rates of deferral were higher than for any other group of
doctors apart fromtrainees.16 A review commissioned by the
General Medical Council highlighted a number of concerns and
recommended at the GMC and UK health departments should
reform the arrangements for overseeing locum doctors.16

2
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Quality and safety 
of locum doctors:
A framework for analysis

Our earlier qualitative research on the experiences of and attitudes towards locum 
doctors, involving interviews with locum doctors, locum agency staff, and representatives
of healthcare organisations who use locums,15 showed that locums were often
perceived to be inferior to permanently employed doctors in terms of quality, competency
and safety. Despite their relatively high occupational status as medical professionals,
locum doctors experienced many of the difficulties seen in research on temporary
workers in other sectors, such as marginalisation, stigmatisation and limitedaccess to
opportunities for traininganddevelopment.Our findings suggested that the treatment
and use of locums could have important potential negative implications for team
functioningand patient safety.

Somehigh profileexamples of locumfailures in care over recent 
yearshavecontributed to widespreadconcerns about thequality
and safety of locum doctors.17-20 Locum doctors are often 
perceived negatively by patients,4 other healthcare 
professionals5 and NHS leaders.6 They are sometimes regarded 
as less professional21 or as untrustworthy ‘outsiders’ who lack 
commitment to the organisation.22,23

Empirical evidence that locum doctors provide care which is of a
lower quality or less safe than permanent doctors is very
sparse.9 But we doknow that locumdoctors are more likely to be 
the subject of complaints, more likely to have those complaints 
subsequently investigated, and more likely to be subject to 
sanctions by the GMC.24

Locum doctors may present a greater risk to quality and safety 
because they often work in unfamiliar teams and settings, and 
are less likely to receive proper oversight and necessary support 
from colleagues and employing organisations.24,25 The presence 
of locums in the work environment has been described as an 
‘error producing condition’.26On the other hand, the shift 
towards locum working may represent a wider societal change in 
attitudes to careers and work-life balance and may provide
employers with greater flexibility in staffing and greater externality of
perspectives from locums who work across multiple
organisations, while it may give locums reduced work 
pressures/risk of burnout, increased autonomy, and new career
opportunities/flexibility.

Our recent review found only eight empirical studies comparing locum
andpermanent doctorpracticeandperformance (three of which were
from the UK), generally with small sample sizes and weak
methodologies. The most substantial study we identified was fromthe
USA and compared 30-day mortality, costs of care, length of stay,and
30-day readmissions for a random sample of 1,818,873 Medicare
patients treated by locums or permanent physicians between 2009
and 2014. There were no significant differences in 30-day mortality rates
between patients treated by locums compared to permanent doctors.
However, cost of care and length of stay were significantly higher when
patients were treated by locums. Furthermore, in subgroup analyses, 
significantlyhighermortalitywas associated with treatmentby locums
when patients were admitted to hospitals that used locums
infrequently, perhaps due to hospitals being unfamiliar with how to
support locums. Only locum doctors who provided 60 days or more of
care were included in the analysis, meaning that shorter term locums,
who might have had less opportunity to become familiar with the
organisation, may have been excluded.27 Overall,weconcluded that
there is limitedempirical evidence to support the many commonly held 
assumptions about the quality and safety of locum working.

Our literature review9 identified eight key factors through which locum 
working may affect the quality and safety of patient care and which may
also provide the basis for mechanisms or interventions designed to
improve the quality and safety of locum working. These factors are
summarised in Figure 1.

3
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3. Quality and safety of locum doctors:
A framework for analysis

Figure1. Keyfactorswhichmayaffect the qualityand safetyof locumdoctors

Factor Description

Governanceand 
patient safety

Locums are often situated on the fringes of governance systems and may be excluded or omitted from 
systems of oversight and quality improvement. The short-term nature of locum work can mean that 
locums are less likely to take part in clinical governance activities, such as audits and continuing 
professional development (CPD).

Policies, procedures 
andcontinuityofcare

Locums may be less likely to be aware of contextual issues and local policies and procedures that are 
relevant to providing safe and effective care, especially if they do not receive adequate induction and briefing
when they takeupa locumrole inanew/unfamiliarorganisation.Locums maynotbeprepared for practise in
the same way as permanent staff– for example, inductions can be poor or absent meaning locums are
unable to carry out their duties safely and efficiently. Other risks include not knowing how to escalate
concerns and being placed in challenging environments with staffing and
workload problems.

Impactonthehealthcare 
team – scope of practice

Locums (particularly short-term locums) may place additional burdens on other members of the 
healthcare team,such as nurses and juniordoctors,who could be expected to performoutsideof their scope
of practice to compensate for a locum’s lack of contextual/local knowledge/competencies.

Impactonthehealthcare 
team – workload

Locum working may increase workload for other members of the healthcare team, for example, extra 
support for the locum who is unlikely to be familiar with policies and protocols and patients returning to see
their regular doctor after seeing a locum.

Informationexchange–
patients

Thequalityandquantityofpatient information may be reduced when locums are employed as locums may
be less likely to be familiar with the patient group and how to report and handover information about
patients to other healthcare professionals.

Informationexchange–
locum practice

Thequalityandquantityof informationexchange about locumdoctorpracticemaybe poormeaning that
potentially relevant information about locumpracticemaynotbe sharedwith their regulator, employing
agency or organisation where they are employed.

Professional isolation 
and peer support

Locums maybecome professionally isolated and maybe less likely to establish/maintain their 
professional networks and to have good informal networksof peers to turn to for advice, support or social
interaction.

Professionalmotivation 
and commitment

Locums’ moral purpose and vocational/professional commitmentare oftencalled intoquestion and it has
been suggested that they may be more motivated by financial rewards/incentives than other doctors, and
less committed to medicine as a vocation.
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Our research: 
Aims and methods

Theoverall aimof this researchwas to provideevidenceon theextent, qualityand 
safetyofmedical locum practiceand the implicationsofmedical locumworking for 
health service organisation and delivery in primary and secondary care in the English 
NHS.Wehadthreemainresearchquestionswhicharesetoutinthethreeboxesbelow.

We provide a graphical summary of our research methods and data sources in Figure 2 below. The full research protocol is available at
njl-admin.nihr.ac.uk/document/download/2037819. The full research report will be published in the NIHR journal library in due course
(www.journalslibrary.nihr.ac.uk). More information about the project including various journal papers and publications can be found on
our website at www.ihpo.manchester.ac.uk/research/projects/the-use-of-locum-doctors-in-the-nhs .

• Survey of medical 
directors,medical staffing 
leads and practice 
managers

• RQ1, RQ2 and RQ3
WP1

National surveys 
of NHS trusts and 

GP practices

WP2
Qualitative interviews
and focus groups in 

primary and 
secondary care

• Interviewswith locums, 
patients,peoplewho 

work with locums, 
people who engage 
and support locums

• RQ1 and RQ2

• Using NHS Digital and 
NHS Improvement data

• RQ1

WP3
Analysis of routine

datasets on
locum working

WP4
Analysis of routine
datasets ondoctor

practice and
performance

• Using HES
and CPRD data to
compare performance
of locums and
permanent doctors

• RQ3

4
1. What is the nature, scale and scope of locum doctor working in the NHS in England? Why are locum doctors needed, what kinds 
of work do they undertake, and how is locum working organised?

2.How may locumdoctorworkingarrangements affect patientsafety and thequalityofcare? What are the mechanisms or factors
which may lead to variations in safety /quality between locum and permanent doctors? What strategies or systems do organisations use
to assure and improve safety and quality in locum practice? How do locum doctors themselves seek to assure and improve the quality
and safety of their practice?

3. How do the clinical practice and performance of locum and permanent doctors compare? What differences in practice and 
performance exist and what consequences may they have for patient safety and quality of care?

Figure 2. An overview of research methodsand data sources
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The nature, scale 
and scope of locum doctor

working in the NHS in 
England

There has been extensive policy concern and much media coverage of the use of 
locum doctors in theNHS, suggesting that therehas been a substantial increase in 
theuse of locumdoctors over time,and this isoftenconflatedwithconcernsabout the
costs of locum doctors and particularly the high costs charged to the NHS by locum
agencies in some shortageareas or specialties. But our research presents a rather
more nuancedpictureof relatively stable locumuseover time. Wehavenot studied
locum costs.

In primary care, we found from our analysis of NHS Digital 
workforce returns that just over 3% of medical staffing was 
provided by locums and that it had not changed much over the
time period 2017-20. However, our analysis of primary care 
electronic records (CPRD) data for the longer time period of 
2010-2021 suggested that about 6% of general practice
medical consultations were undertaken by locums in 2010
and that this had risen slightly to about 7.1% in 2021. We
think there are two main explanations for this discrepancy.
First, locums generally only undertake consultations while
permanent GPs do a lot of other non-consultation clinical
and administrative tasks – the NHS Digital workforce returns
measure staffnumbers in FTE while the CPRD data
measures numbers of consultations. Second, the NHS
Digital workforce returns from general practices may
underreport the numbers of locum doctors, and there have
beenconcerns about the qualityand completenessof the
data. But both data sources suggest a relatively low – and 
stable – rate of locum use in primary care.

In NHS trusts (mostly secondary care and mental health)
our analysis of NHS Improvement returns from NHS trusts
indicated thatabout 4.4% of medical staffFTE was provided
by locum doctors. With a much shorter time series from
2019-2021 it is rathermoredifficult todrawanyconclusions
about thesecular trend, although in that time period the rate
of locum use was fairly stable – dropping as expected in the
first phase of the COVID pandemic in early to mid-2020,and
then recovering. We found NHS trusts making more use of
bank (rather than agency)

locums over the timeperiod,andan increase in the reported 
numbers of unfilled shifts which would indicate increasing unmet
need.

It may be that the number of doctors working as locums in 
England has increased as research from the GMC has
suggested, but that this comes in part from an increased
tendency for some doctors in training to take time out from the
training pathway and while doing so to do some locum work.
It may also be that more doctors are doing some locum work
alongside either full or part- time working in a permanent
role in the NHS. But overall, our data does not seem to
suggest a substantial increase in the overall use of locum
doctors in the NHS over time.

For many doctors working as locums, their choice to do so has 
been influenced by some aspects of working in a conventional 
employed position in an NHS organisation. The workload,
increasing work stress and burnout, loss of professional 
autonomy and control, and burden of non-clinical and 
administrative work all seem to play a part.

But those overall national ratesof locumuse hide a greatdeal
of variation between organisations which it is important to
consider, as figures 3 and 4 show. In primary care, we found the
NHS Digital workforce returns showed the rate of locum use 
by CCG varied from 1% to almost 31%. Among NHS
trusts, the reported rate of locum use varied from less than
1% to almost 16%.

5
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Locumusage is defined as locum GP FTE asa percentage ofall GP FTE.
Data from quarterly returns from practices to NHS Digital.
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5. The nature, scale and scope of locum doctor working in the NHS in England

Figure 3. Variations in locum usage in NHS trusts in England

Trusts with the highest locum usage Trustswith the lowest locum usage

North East London NHS Foundation 
Trust (15.9%)

Royal Papworth Hospital NHS 
Foundation Trust (0.02%)

BedfordshireHospitals Foundation 
Trust (15.4%)

Cambridgeshire Community Services 
NHS Trust (0.04%)

Rotherham Doncaster And South 
Humber NHS Foundation Trust (13.7%)

The Newcastle Upon Tyne Hospitals 
NHS Foundation Trust (0.1%)

Oxford Health NHS FoundationTrust 
(12.4%)

Moorfields Eye Hospital NHS 
Foundation Trust (0.2%)

Dudley And Walsall Mental Health 
Partnership NHS Trust (12.0%)

Alder HeyChildren's NHS Foundation 
Trust (0.2%)

North Cumbria University Hospitals 
NHS Trust (11.9%)

North Tees And Hartlepool NHS 
Foundation Trust (0.3%)

George Eliot Hospital NHS Trust 
(11.8%)

University Hospitals Bristol And Weston 
NHS Foundation Trust (0.3%)

North Cumbria Integrated Care NHS 
Foundation Trust (11.0%)

United Lincolnshire Hospitals NHS 
Trust (11.0%)

Pennine Acute Hospitals NHS Trust 
(11.0%)

SheffieldChildren'sNHS Foundation 
Trust (0.4%)

Leeds Community Healthcare NHS 
Trust (0.5%)

Imperial College Healthcare NHS Trust 
(0.6%)

Locum usage for NHS trusts is calculated from number of locum shifts per week compared to total 
medical staffFTE assuming 5 locum shifts per week equates to 1.0 FTE. Data from weekly NHS trust 
locum returns to NHS England/Improvement and NHS Digital workforce statistics for NHS trusts.

Figure4. Variationsin locumusageingeneralpractices inEngland

CCGs with the highest locum usage CCGs with the lowest locum usage

NHS Barking and Dagenham CCG 
(30.8%)

NHS Stafford and Surrounds CCG (1%)

NHS Newham CCG (26.1%) NHS Vale of York CCG (1%)

NHS Waltham Forest CCG (26.1%) NHS Bassetlaw CCG (1.3%)

NHS Hounslow CCG (25.3%) NHS North East Essex CCG (3%)

NHS Sandwell and West Birmingham 
CCG (23.8%)

NHS Morecambe Bay CCG (3.1%)

NHS Thurrock CCG (23.8%) NHS Fareham and Gosport CCG (3.4%)

NHS Southend CCG (22.2%) NHS South East Staffordshire CCG 
(3.7%)

NHS Cannock Chase CCG (22.1%)

NHS City and Hackney CCG (21.5%) 

NHS Luton CCG (20.7%) NHS West

NHS Wirral CCG (4.1%)

NHS South Warwickshire CCG (4.2%)

Hampshire CCG (4.2%)
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5. The nature, scale and scope of locum doctor working in the NHS in England

So, what might lie behind these variations? Our qualitative work 
suggested that thereweresome particularlyproblematic 
specialties inwhich workforceshortageswereacute, suchas 
psychiatry.Ourmultivariatequantitativeanalyses suggested that
there was some variation by region/geography which might reflect
workforcecapacityor shortage in some parts ofEngland.But they 
alsoshowed thatbothsmallergeneral practicesandsmallerNHS 
trusts made more use of locums, which might plausibly suggest 
that larger organisations are more able to cope with workforce 
gapswithouthaving to resort to locums. Inbothprimarycareand 
in NHS trusts there was an association between Care Quality 
Commission ratingsand locumuse,withorganisationswith lower 
ratings making more use of locums. Great caution should be
exercised in interpreting this as a causative relationship, in either 
direction, but it is an important finding. Finally, we did not find an 
associationbetween locumuseandmeasuresofdeprivation for
thepopulationserved,either inprimarycareor forNHStrusts.

Our surveys of general practices and of NHS trusts showed both 
somesimilarities in their reasons forneeding locumsandwaysof
usingthem,andsomenotabledifferences. Bothgaveascommon
reasons for using locums the need to cover either planned or 
unplannedabsencesorgaps instaffing–mainly leaveandsickness 
absence – and both reported using them to provide additional
workforce capacity when it was needed. But NHS trusts were 
muchmore likelytoreportneeding locumsbecauseofdifficulties 
recruitingdoctors.

We also found some interesting differences in where general 
practicesandNHStrustssourced locumdoctors from.Practices
said they made much less use of locumagencies and tended to 
usetrustedlocumswhowerefamiliar to thepractice,whileNHS
trustsmade muchmoreuseof locumagenciesandstaffbanks, and
within that there was a lotof variation in that some NHS trusts made
much more use of locum agencies rather than staffbanks. 
Overall, NHS trusts sourced about a third of their locums from 
staffbanksaccording toouranalysisofNHSImprovement returns.

Should we conclude that the use of locum doctors in either 
primary care or in NHS trusts can be an indicatorof concern? Our
qualitativeresearchcertainly foundthat respondents thoughtan 
overrelianceonlocums(however thatmightbedefined)couldbea 
“red flag”.Respondentssuggestedthat theconsistentuseofhigh
levelsof locumswasbothaconcern in itself,becauseof the 
implicationsforqualityandsafety (whichwe turn to later in this 
report) and a potential indicator of wider organisational problems in
thegeneralpracticeorNHStrust.Theythought thataservice “run
on locums” was to be avoided. This suggests that for 
organisational leaders and other stakeholders (primary care 
networks, clinical commissioning groups, integrated care 
systems etc) and for regulators such as the Care Quality 
Commissionand theGeneralMedicalCouncil, beingable to 
analyse andunderstand rates of locumuse couldbe veryhelpful.

This leadsustoreflectonthequalityandvalueof thequantitative
datawehaveusedforourresearch. Inbothprimarycareandin 
NHStrustswehavemadeuseofexisting routinedatasources,

thoughwedonot think thosedatasetshavebeenusedpreviously to
study locum use. In both cases,more extensive analysis and 
feedback/reporting would be likely to help improve data quality.
But inaddition,collecting moredataorcollecting itdifferently would also be
worth considering.For example, the NHS Improvementdatasetprovides
ahigh levelofgranularitybytime, withweeklyreturns,but itdoesnotcollect
thespecialtyorclinical area in which locums are being used, or the reason
why they are needed. It isadatasetwhichwas reallydesigned to
address the policy concerns about the level and cost of locum use in
NHS trusts. Similarly, the NHS Digital workforce returns for general 
practice makeadistinctionbetweenshort term/adhoc locums and
other/longer term locums but do not define those terms clearly, and do not
collect any informationabout the reasons for locumuse.The returnsalso
collect somepotentiallyuseful detailed informationonindividualdoctors
whichcouldbeusedto studyand reporton locumworking,but the
publisheddata is aggregatedatpractice level.Wehavenot in thisstudy
sought to accesstheNHSelectronicstaffrecord (ESR)systemwhich
covers almostallNHStrustsandhasdetailedstaffingandpaymentrecords for
overamillionNHSemployees,but thiscouldbeaveryuseful sourceof data
for future analysis and reporting forNHS trusts.

Theuseof locumdoctors isclearlyan importantandenduring 
componentof themedicalstaffworkforcein theNHS,andawayto 
provide flexibilityandcapacity inmedicalstaffing.However,we should
note that it is onlyone ofa numberof ways in which organisations
canachieve increased flexibilityandcapacity– for example through
flexible rostering and contracts for medical staff, and improved working
conditions. Indeed, our qualitative fieldwork suggests that doctors who
choose to work as locums are often doing so because of the
working environment they have encountered in permanent staff
positions,and in order to achieve agreaterdegreeofcontrolover their
ownworkloadandwork/life balance than theywere able to achieve (or
were offered) in a permanent staffposition. They trade the loss of
security and increasedprecarityofbeingalocuminordertogetgreater 
autonomy and personal control.

Theextent to which locum working increases workforcecapacity is
somewhatopentoquestion. It isclear fromour research that for 
individual practicesororganisationsareusing locumworkingasa
waytofill short-termworkforcecapacitygaps,provideadditional
capacitywhen it isneeded,and todealwith longer term workforce gaps
predominantlyassociatedwith recruitmentproblems.Butat amacro
level, ifdoctorsmovefrompermanentstaffingpositions into locum work
for some of the reasons outlined above, this is probablya zero sum
game – it does not increase the overall workforcecapacityof the
NHS. Itmaybe thatsomedoctorswho move to work as locums
would otherwise have exited the workforceentirely,and itmaybe
thatsomedoctorswhohave left clinical practice come back into
practice because of the opportunity to workasa locum.But in those
cases, theremightbe other,betterwaysto improveretention,or to
encouragereturnto clinicalpractice.
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How locum doctor 
working arrangements 
affect patient safety
and the quality of care

NHS England has published detailed guidance for healthcare providers, locum agencies
and revalidation management services on supporting organisation engaging with locums
and doctors on short term placements. The scope of the guidance is not stated explicitly but
it clearly applies to all NHS organisations which use locums (it uses examples in both primary
care and in NHS trusts) and is relevant to others, such as independent healthcare providers.
It sets out a range of advice on areas such as pre-employment checks, induction, appraisal and 
revalidation, dealing with concerns, end of placement reports etc. As far as we know, there
has not previouslybeen work to followupsystematicallyon theoperationalisationand 
implementationof the guidance since it was published in 2018.

Our surveysof NHS trusts and general practices suggest that 
awareness of the guidance was very mixed – and particularly poor
among respondents from general practice.Those who were aware of
it in NHS trustsgenerally viewed it quite favourably, but some
commented it set out an ideal model which was hard to follow in
practice. Among general practices it was often seen as

less relevant to their needs and to the setting of an individual general
practice. Self-reported compliance with the guidance was generally high
in areas like pre-employment checks and induction, but much less good
on areas like end of placement reporting and supporting the locum with
appraisal and revalidation.

Very familiar
1% Somewhat

familiar
12%

Notatall familiar 
12% Veryfamiliar 

21%

Slightly 
familiar 12%

Notatall familiar 
69%

Slightlyfamiliar 
30%

Somewhat familiar 37%

Figure 5. Familiarity with NHS England guidance on locum doctorworking arrangements

6

General practices NHS trust
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6. How locum doctor working arrangements affect patient safety and the quality of care

Our qualitative research confirmed and extended the survey 
findings. For example, we found that giving locums a proper 
inductionwasviewedby locumsasreally important to their
subsequent ability to perform in their role, and that issues not 
covered properly in their inductionhampered them and couldadd 
to theworkloadofothermembers of theclinical team.But inour 
qualitative interviewswithrespondentswhoworkwith locums,we 
often foundanunrealisticexpectation that locums should
come into theorganisation andbeable tostartwork
immediately– to “hit thegroundrunning”andthat theyshould
devoteall their time to clinical work as that was what they were
being paid – and paid well – to do. Locums themselves
reported taking steps – like working in fewer organisations and
avoiding some organisations, workingata lower level/grade,
and limiting theirscopeof practice–todealwith theproblemsof
beinginadequately inducted and supported.

This was part of a wider negative and stigmatising narrative which 
often cast locums as less professional, less committed, less 
competent, less reliable and more financially motivated than 
permanent medical staff. By “othering” locum doctors in this way, it 
was easier both to justify treating them differently (and less well) than 
other staff and to explain problems or difficulties with quality and 
safety as being attributable to locums and locum working. In short, it 
was easy to blame locums when things went wrong, and they were 
often either not there to defend themselves or were not able to do so. 
The position of locum doctors was by definition precarious – they 
could be removed or have a placement ended easily.

Figure 6. What locum doctors sayabout how organisationsuse them

‘Not having supervision, not having anyone who you can go to about problems or just about having a rubbish time. I think
that isa realproblem’ (Interview36,Locum,SecondaryCare)

‘I think it’s the fact that you are a trainee, and there is someone who has to look after you, that kind of gives a bit of protection in
terms of your learning, which you don’t get as a locum, obviously, ‘cause you don’t have a supervisor… In some waysyou are
expected to work very independently as a locum, I think. You can ask for help obviously,but I do think that there iskindofan
expectation thatyoukindof justget thingsdone’ (Interview13,Locum,SecondaryCare)

‘Unfortunately what I’ve found,whichagaingoesback tocommunication issuesandegoproblems, is thatpeopledon’t want to
hear what the locum has to say in terms of like how things might be improved...there’s not that openness. And it’s also that, I think
it’s an attitude thing as well, to think that the locum has nothing to really add. You’re only here to see our appointments, it doesn’t
really matter what quality of care you offer’ (Interview 70, Locum GP, Primary Care)

We found in some of our quantitative analysis that locum doctors 
in general practice were more likely than permanent staff to have 
trained outside the EEA, and there was among some
respondents amarkeddistrustofdoctorswhohad trained
outside theUK.They were blamed for not having enough
experience of working in the NHS (an alternative view would be
that they would be welcomed for coming to the UK and adding 
to the medical workforce capacity) and some respondents 
questioned the equivalence of their training and prior 
experience to UK training and NHS placements. Overall, we
think there was an element of racism underlying some of 
these attitudes and beliefs, and some locum doctors reported 
experiencing racism.

We would contrast this with the attitudes of patients to locum doctors,
which were generally more accepting of locum working and valued 
access to seeing a doctor in a timely fashion over whether the doctor 
was a locum or not. While some patients wanted to see the same
doctor each time, many patients thought that traditional notions of 
relational continuity were not consistent with their own experiences of 
care, and some valued the fresh perspectives on their condition which 
came from seeing a different doctor.
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6. How locum doctor working arrangements affect patient safety and the quality of care

Figure 7. What patients said about locum doctors

‘I think locums are no different than regular doctors and they find themselves sometimes in a difficult position because
they are thrown into unknown place and they have to figure it out quickly. And as I said, they sometimes lack this
confidence that a regular doctor has, just from being in single place for a number of years…locums shouldn’t be treated
any differently than regular doctors, they’ve completed their education, their training, they want to help, they want to be
professional, et cetera. Justperhaps the patients should be more tolerant.’ (Interview78, Patient)

‘I don’t even think our general GPs are familiar anymore…These days I don’t even see a regular GP. I end up with them on the end
of a telephone…I’ve never seen the same person and yes, well, a few of them were locums. None of them knowme’ (Focus
Group C, R3)

‘I prefer toseeadoctorwhoknowsmebecausemymedicalhistory iscomplicated. And I thinkyouhaven’tgot time to look at
everything. You know, I’m diabetic, I’ve got fibromyalgia, I’ve got arthritis, I have sleep apnoea. All connected with each other but
you’re not seen as a whole. And that’s upsetting…that’s my experience is that if they say a locum, I just think they’renotgoing toget
the fullpicture, it’seasy todismiss.Whereaswhenyouseearegulardoctorwhoknowsyour history, I feel at least I’m being
listened to more’ (Focus Group B, R1)

It isclear fromourresearchthat locumworkingcanhaveadverse 
consequences for thequalityandsafetyofcare,but thatsuch 
consequenceswereprobablymore likely to result fromthe 
organisational setting and the working arrangements than they 
were from the locum doctors themselvesand their competence, 
clinicalpracticeorbehaviours. It isalsoclear that there isgreat 
variation in the characteristics both of organisations which use 
locums and of locums themselves.

In simple terms, we found some organisations were using locums 
poorlyandoftenextensively, because of longstanding and
endemic workforce shortages or problems. Others were using 
locumsmoreselectivelyandeffectively,aspartofawider 
workforcestrategyaimedatcreatingsustainablecapacityand 
flexibilityandalongsideotherapproaches.

Locum doctors are also very heterogeneous. Some have made 
thepositivechoice to locumfor reasonsofwork-lifebalanceor 
personal circumstance,someare locuming at theendof their 
medical careerasan alternative to complete retirement, some are 
taking a break from medical training pathways to pursue other 
professional or personal interests and using locum working as a
flexiblewaytosustaintheir incomewhiledoingso.Weheardfrom our
respondents concerns about some doctors working as locums 
because they could not get a permanent position, or because they 
had persistent problems in relation to their clinical performance or
working relationships which made it difficult for them to sustain a 
permanent position. Itmustbe said thatdescriptiondid not fit any of
the locum doctors we interviewed, but doctors in that position were
probably less likely tobewilling tobe interviewed.

Oneof themostconcerning findings fromour researchwas that 
when problems related to locum doctors’ practice arose, they
werenotdealtwithwell.Firstly,organisationsoftendidnot provide
feedback either to locum doctors themselves or to locum agencies
at theendofplacements.Secondly, whenaproblem

aroseorganisationsoftendealtwith itbysimplyending the locum 
placementearlyornot renewing it,without raising itwitheither the
doctor or the locum agency. Thirdly, the formal mechanism for raising
aproblemwith the locumdoctor’sresponsibleofficer simplydidnotwork.
It relieson theresponsibleofficer in the organisationwhere the locum
wasplaced findingoutabout the problem,andpassinginformationon
viaaform(theMedical Practice Information Transfer form developed by 
NHS England) to the locum doctor’s responsible officer (who could be at
the locum agency or at another designated body where the locum
doctor works.This longchainofcommunication isnotdesigned to
deal with locum doctors or others who do not have a conventional 
employed relationship and whose relationship with employers or
designatedbodies is more distant and transient. Moreover, even ifa
problemdoesget flagged and there isaneed forsomekindof
intervention–training,mentoring,clinicalsupervisionorwhatever – it is
verydifficult tosecure that remediationwithout the locum doctor
moving intoapermanent jobwithanemployerwhichhas the capability
and willingness to provide it.

This also raises some questions about the role and operation of locum 
agencies and alternative models of organisation. Locum agencies are
generally designated bodies – that is they have a responsible officer
who provides or oversees appraisal and revalidation for the locums that
areconnectedtotheagency, though many locum agencies outsource
this function. But in practice it is difficult for locum doctors to assemble
the portfolio of information needed for appraisal and revalidation, and
locum agencyresponsibleofficershavevirtuallyno first-handknowledge 
of locum doctors’ practiceand oftendo notmeet with them face to face
atall. Inaddition,locumdoctorsmayworkwithmultiple agenciesbutthe
responsible officer has no way of knowing about their work with other
agencies, and locum agency responsible officers have little scope to
doanything aboutproblemsbyway of remediation.
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6. How locum doctor working arrangements affect patient safetyand thequalityof care

Manyof theseproblemswerediscussed whenmedical revalidation 
wasbeingdesignedandimplemented,andwerealsohighlighted in 
researchonmedical revalidation,but theyremainunresolved.The 
emergence of locum chambers – collective membership 
organisationsrunby locumsthemselves–mayprovidesome 
solutions.Atpresent, locumagenciesarenot regulatedby the 
Care Quality Commission and one route to reform could be to 
havesystemof licensingor regulation foragenciesalongside that 
for healthcare providers, and to use that to promote compliance 
withNHSEnglandandGeneralMedicalCouncilguidance.

Overall, the qualitative fieldwork highlighted the importance and value
of treating locum doctors decently, and affording them the support that
would normally be given to permanent members of staff. Locums
weremore likelytowant towork inorganisations whichaffordedthem
that kind of support, and were more able to do their job properly, and
thatmeant work was less likely to be displaced toothermembersof
theclinicalteam,andproblems relatedtothequalityandsafetyofcare
were less likely toarise.

‘There is now a system in place…called theMPIT, it’sanofficial form…sosomebodysignsonwithus,anewdoctorand connects 
as a designated body, we send the previous responsible officer this form, basically saying, is there any history with this doctor and
their answer is either yes or no. The returns on these forms are not reliable because I would think 50 per centof the ones, I send off
don’t get returned … the returns are pretty poor. Now we don’t chase them up because administratively it’s a difficult thing to do 
with our resources.’ (Interview 47, Locum Agency RO)’

Figure 8. Views from locum agencies about locum doctor working arrangements

‘I don’t know the doctors anywhere like as much as I did when I was an RO in the NHS, I knew them all personally. If I used to
have a problem, I used to get them in my office there and then, chat it all through, sort it. Can’t do that in locum world, itmight
take me four days to get hold of the doctor, some of them won’t respond immediately. I always will have a telephone
conversationwith them. Theydon’t knowme and Idon’t knowthem’

(Interview 51, Locum Agency RO)
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Howtheclinicalpractice 
and performance of 
locum and permanent 
doctors compare

From our surveys of NHS trusts and general practices, respondents generally reported
that on a range of areas of clinical practice, they thought locum doctors performedabout
thesameas orworse than permanentdoctors. It isnotable that the areaswhere they
tended to think locumsperformedworsewere things likecontinuity of care, and adherence
to guidelines and protocols, which are as we have already discussed more influenced by
the organisational settingand arrangements like induction than by the locumdoctor’s
ownclinicalexpertise and fitness topractice.

Providingcontinuityof care
Workloadforpermanent members of staff in
the healthcare team

Adherence to organisational policies and
guidelines

Appropriatenessof referrals

Avoidingadministrativeerrors

Thefunctioningof the healthcare team

Reportingofadverseor untoward incidents

Avoiding drug-prescribing errors

0 100 200 300 400 500 600
Much better Somewhatbetter About thesame Somewhatworse Muchworse

General
practices

7
Figure 9. Perceptions of aspects of care provided by locum and permanent doctors in general practices and NHS trusts
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7. How the clinical practice and performance of locum and permanent doctors 
compare

Providingcontinuityof care

Adherencetoorganisational policies
and guidelines

Avoiding administrative errors

Reporting of adverseevents or untoward
incidents

Appropriateness of referrals

Workloadforpermanentmembers of staff
in the healthcare team

The functioning of the healthcare team

Keepingclearandaccuratepatient notes/clinical
records

Avoiding drug-prescribing errors

0 0      10 20 30 40 50 60 70 80 90 100

Muchbetter Somewhat better About the same Somewhat worse Much worse

We were able to explore differences in practice in primary care 
directly through our quantitative analysis of primary care
electronic patient records, and this provided some very 
interestingbutquite mixed findingswhichshouldbe
interpreted withgreat caution.Forexample,ourmultivariate
analysis found that patients who saw a locum doctor were 
less likely to make a return visit to the general practice within
seven days than those who had seen a permanent doctor.
We could hypothesise that a return visit can indicate that a
problem was not resolved at the first visit; or we could 
alternatively argue that return visits are a sign of effective 
follow-up and safety-netting decisions at the first visit.

We found locumdoctors and permanent doctors had some differences in
prescribing behaviour but they were mixed (locums prescribed antibiotics and
opioids more frequently but hypnotics less frequently than permanent
doctors). Locum doctors were less likely to make referrals and to order tests.
In terms ofhospital events followinga consultation with a locum, patients
were more likely to visit A&E within seven days but there was no difference in
rates of emergency hospital admission after a practice visit. Our qualitative
fieldwork may help us to understand some of these differences, and
suggests that they arise more from the complex interplay of the
organisational settingandworkingarrangementsfor locumsthanfrom
particular clinical practice characteristics of locum doctors per se.

Figure 10. Multivariate regression analysis of differences in quality and safety indicators between locum and 
permanent doctors in general practice in England

NHS trust

Figure 9. Perceptions of aspects of care provided by locum and permanent doctors in general practices and NHS trusts

Locum doctor practice visits are:

12% less likely to lead to a practice
revisitwithin7days (OR=0.88)

22%more likely toprescribe 
antibiotics (OR=1.22)

7%more likely toprescribe opioids
(OR=1.07)

5%less likelytoprescribe 
hypnotics (OR=0.96)

5%more likely to lead toanA&E visit
within 1–7 days (OR=1.05)

16%less likely to referpatients 
(OR=0.84)

19%less likely toorder tests 
(OR=0.81)
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Conclusions and 
implicationsforpolicy 
andpractice

The NHS needs locum doctors. They are a key component of the medical 
workforce in the NHS and provide necessary flexibility and additional capacity for
healthcare organisations and services. But they should be used appropriately, and 
where they are used they should be supported effectively. Here we summarise the
key points from our research findings and outline some implications.

• Locum doctors are a heterogeneous group – including some 
doctors taking time out of a training pathway, some wanting to
work flexibly because of family or caring responsibilities, some
recently registered in the UK and wanting to gain experience, 
and some towards the end of their careers wanting part-time 
and flexible work but not wanting to retire yet. Some people told 
us there were doctors working as locums who could not find or 
hold down a permanent job, but we did not think we met any 
locums like this in our interviews.

• There is quite a bit of prejudice against locums. They are 
blamed by some people for being paid more than permanent 
staff, criticised for not contributing fully, and sometimes 
regarded as less clinically competent than permanent doctors. 
There is a racist undertone to some of the criticisms we heard, 
particularly about doctors who trained outside the UK, and some 
locum doctors reported their experiences of racism.

• Locum doctors provide a relatively small proportion of patient 
care in both NHS trusts and primary care, and that share of care 
provided by locums has not increased as much as people think in 
recent years. But locum use is much higher in some areas of 
England, some organisations,andsome specialties. It is higher in 
smaller organisations/practices, and higher in those with worse 
Care Quality Commission ratings.

• The sustained high use of locums – what some interviewees 
termed a “service running on locums” is problematic and may 
well be a threat to patient safety and quality. The use of a lot of 
short-term locums who are unfamiliar with the organisation may 
also be a particular safety and quality concern. The Care Quality 
Commission and othersshouldconsider locum usage in their 
inspections/visits to organisations and perhaps be particularly 
concerned where it is a “forced choice”– organisationswho have 
no alternative but to use locums to keep a service running, and 
locums who have no alternative but to work in temporary 
positions.

• At a system or national level, increased locum working probably 
has marginal effects on overall workforce capacity. It might 
bring a few doctors back into the workforce who would not 
otherwise be working as doctors in the NHS but our research 
suggests that it is mostly a “zero sum” game, with doctors who 
would otherwise be working in conventionally employed 
positions moving into locuming, and some doctors working what 
is effectively some overtime on top of their conventionally
employed position as a locum.

• For many doctors working as locums, their choice to do so has 
been influenced by some adverse experiences they may have 
had working in a conventional employed position in an NHS
organisation. Locum interviewees referred to the growing and 
unmanageable workload, increasing work stress and burnout, 
loss of professional autonomy and control, a lack of recognition 
and reward, the burden of non-clinical and administrative work, 
and the simple fact that they could be better paid as a locum
while working less and having more flexibility and work/life
balance.

• Locum doctors are just one way of providing medical workforce 
flexibility and capacity – others include internal staff banks, 
flexible working arrangements and contracts, hybrid clinical
posts, role substitution and so on. Using locum doctors should 
be far from the only strategy NHS organisations use to provide
medical workforce flexibility and capacity.

8
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8. Conclusions and implications for policy and 
practice

We hope this research helps locum doctors and people who work 
with them in the NHS and contributes to the future development of
policy in this area by government, regulators and other key 
stakeholders. We thank everyone who contributed to and 
supported our research, and especiallymembers of our Project 
AdvisoryGroup andPatientand PublicForumfor their invaluable 
help and support throughout the project. We thank all research 
participants, including those who responded to our two national 
surveys of NHS trusts and general practices in England and 
those who were interviewed and participated in focus groups.

• It is difficult to see howa locum agency can provide proper 
remediation (such as training, supervised clinical practice and the
like) fora doctor who needs it.Suchdoctors probablyneed to go 
into a conventional employed position to get remediation but it may
be difficult for them to find an organisation which will take them on.

• When there are concerns about the practice of a locum doctor, 
they are often not dealt with properly. Locums and locum 
agencies get little feedback on performance, placements may 
justbe terminatedearly, and the arrangements for dealing with a
significantconcern (whichwould require reporting to the locum’s 
responsible officer and potentially to the General Medical 
Council) are not fit for purpose.

• In some places, particularly in primary care, self-organised 
groupings of locum doctors into “locum chambers” have 
emerged, and this has been supported by the National 
Association of Sessional GPs. Locum chambers are an 
interesting and potentially helpful innovation which could 
provide another way to deal with thegovernance issues raised 
above in relation to locum doctors.

• There are some differences in practice and performance 
between locum doctors and permanent doctors. These seem
likely to relate more to organisational working arrangements 
than to any intrinsic differences in clinical performance or 
competence. We found a really mixed picture of differences in
practice in primary care which we are very cautious about 
interpreting but deserves further investigation.

• Overall the governance of locum doctors and of locum agencies 
remains problematic. It is worth noting that while health and 
care providers are regulated by the Care Quality Commission, 
and individual doctors are regulated by the General Medical
Council, staffing agencies (including locum agencies) are not
regulated byanyone.There are nocontrols on whocan setup a 
locum agency or on how it is run.

• The best organisations invest properly in locums by providing a 
decent induction and support, involving locums properly in
activities like clinical staffmeetings, professional development, and
audit or quality improvement. This is clearly more feasible with
longer-term locums who should also be supported with 
appraisal and revalidation. This is all covered in the NHS England 
guidance and in the long run organisations will get better value
for money from locums who are treated as much like other staff
as possible.

• Locum agencies act as designated bodies (providing appraisal 
and making revalidation recommendations to the General 
Medical Council for the doctors who are connected to them 
rather than to another employer) but it seems questionable
whether locumagenciescanactually fulfil the requirementsof 
appraisalandrevalidation properly.Theydonothaveeffective
oversight of the full scope of practice of the doctors that are 
connected to them. Arguably, locumagencies shouldnotbe
able to be designated bodies – but that would leave the
question of who would deal with appraisal and revalidation for
locum doctors who do not have a prescribed connection to an
employing body such as an NHS organisation.

• The NHS England national guidance on locum working 
arrangements is prettygood,but awareness is poor (especially in 
primary care) and adherence beyond the basics of checking 
General Medical Council registration and the like is very variable. It
is worth thinking of ways that the Care Quality Commission or 
others could check up on locum working arrangements during 
inspections/visits.
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Thestudysponsor for theresearchwas theUniversityofManchester.Thestudy 
received ethical approval from the Health Research Authority on 8 December 2020
(IRASproject ID:278888; RECreference: 20/NW/0386).Data fromthe Clinical
Practice Research Datalink (CPRD) were obtained under licence from the UK
Medicines and Healthcare products Regulatory Agency (MHRA). The data is 
providedbypatientsandcollectedby theNHSaspartof theircareandsupport. 
Hospital Episode Statistics (HES) data are subject to Crown copyright (2022) 
protection, re-used with the permission of The Health & Social Care Information 
Centre, all rights reserved. TheCPRDstudy protocol was approved byCPRD’s 
Independent Scientific Advisory Committee (ISAC) (reference: 20_000246). We 
would like to acknowledge all the data providers and general practices who make 
anonymised dataavailable for research.

This report draws on independent research commissioned by the National 
Institute for Health and Care Research (NIHR128349). This research is also 
supportedby theNational Institute forHealthandCareResearchGreater 
Manchester Patient Safety Translational Research Centre (NIHR Greater 
Manchester PSTRC, Grant number: PSTRC-2016-003).

Theviewsandopinionsexpressed byauthors in thispublicationare thoseof the
authorsanddonotnecessarily reflect thoseof theNHS, theNIHR,MHRA, MRC,
CCF, NETSCC, the Health Services Delivery Research programme or the 
Department of Health. In addition, the views and opinions expressed by the 
interviewees in thispublicationare thoseof the intervieweesanddonot 
necessarily reflect thoseof theauthors, thoseof theNHS, theNIHR,MHRA, 
MRC, CCF, NETSCC, the Health Services Delivery Research programmeor the 
Department of Health.
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