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Introduction

In October 2001 the Department of Health & Aged Care released funding to the North East Valley Division of General Practice (NEVDGP) in response to the Division’s After Hours Primary Medical Care (AHPMC) Seeding Grant proposal submission.

The initial aim of the NEVDGP’s AHPMC Seeding Grant proposal was to:

· Investigate and evaluate the establishment of a model to provide general practice primary medical care to appropriate patients that are triaged as a category 4 or 5 at the A&RMC Emergency Department (ED), via an After Hours General Practice Clinic staffed by local GPs and located adjacent to the A&RMC ED.

Provision of this AHPMC GP Clinic on weekday evenings and weekend afternoons and evenings was seen to have the potential to:

· Free up valuable Emergency resources to focus on cases with a high level of need.

· Reduce waiting times in ED.

· Provide a more appropriate service, that links patients back to their local GP during working hours.

In light of early investigations NEVDGP broadened its initial aim, subsequently undertaking a Feasibility Study to also:

· Evaluate the validity of extending its AHPMC model to provide total After Hours Primary Care for patients in the North East Valley Division area in addition to suitable general practice patients presenting at the A&RMC ED. 

The NEVDGP commissioned Kae Douglas, Director of Quality Research Solutions (QRS) an external consultancy specialising in health care research, to develop and undertake a Feasibility Study that most effectively meets its specific aims and objectives.

NEVDGP’s tenet is that involvement of a majority of its three hundred (300) GP Members in an improved model of After Hours Primary Medical Health Care provision is essential to realise the aims of this study.

Methodology

The Feasibility Study research process was determined following consultation with Ken Mansbridge, CEO of the NEVDGP, Dr. Rob Currie, Executive Director of the NEVDGP, Dr. Jenny Ouliaris, the GPLO at the A&RMC and a Member of NEVDGP, Dr. Craig White, Executive Director, Clinical Services, A&RMC & Dr. George Braitberg, Director, Emergency Department A&RMC.

The NEVDGP AHPMC Feasibility Study was conducted by QRS in close consultation with the NEVDGP in a number of stages over a period in excess of four (4) months from late November 2001 to early April 2002.

The preliminary stage of the research initially determined:

· Commonwealth Government Requirements for AHPMC Seeding and Implementation Grants.

Extensive investigation and exploration was then undertaken to determine:
· The Critical Success Factors of an AHPMC GP Clinic. 

· The views of Key Decision Makers at the A&RMC ED. 

· The views of Consumers via the Division’s Consumer Reference Group.

· The current & predicted future position for Deputising Services.

· The views of GPs in the NEVDGP area.

· The views of patients triaged categories 4 and 5 at the A&RMC ED after hours.

· The views of A&RMC ED Triage Staff.

A comprehensive list of valuable research reference sources is enclosed as Appendix I in PART TWO of this report.


NEVDGP AHPMC Proposed Service Model

· Unlike the NEVDGP proposed service model, as far as we were able to ascertain, no known current or intended model nation-wide aims to provide after hours care only for hospital ED or Casualty Departments.

· AHPMC GP Clinic service models currently operating with the highest level of success or sustainability provide a full after hours care for all GP patients and incorporate some form of triage system.

Data provided by the A&RMC ED for triage 4 and 5 after hours presentations strongly suggest that an AHPMC GP Clinic relying solely on this referral source would not be sustainable:

· The predicted total number of such presentations at the A&RMC ED is around three (3) per hour.

· A proportion of these presentations will have already been referred to the A&RMC ED by a General Practitioner suggesting a more serious attendance.

· To encourage sufficient levels of GP participation in staffing the Clinic it would be necessary to reimburse them at around $85 to $100 per hour or more.

· Research investigations suggest that service models charging a patient fee require a minimum of four (4) paying patients per hour to break even, with around six (6) per hour needed for financial sustainability where there is a mix of bulk billed and paying patients.

· Almost 50% of patients presenting to the A&RMC ED are Health Care Card Holders and would not expect to pay for an alternate GP Clinic option.

· The A&RMC is supportive in principal of providing suitable rooms for the housing of a GP Clinic adjacent to the ED, however:

· the impending restructure of the A&RMC has practical implications on the timing for implementation of an AHPMC GP Clinic located close to the hospital’s ED

· the location of the Clinic will need to ensure Commonwealth requirements for safety and security are met

· the GP Clinic may need to pay the A&RMC market rates for rent of any premises located within the hospital to meet HIC requirements.

Patient Attitudes Towards a GP Clinic Close to A&RMC ED

A survey conducted of category 4 & 5 patients attending the Emergency Department found that for a wide variety of reasons more than 50% would prefer to see a hospital clinician if offered the alternative of a general practice clinic.

The concept of a GP Clinic close to A&RMC ED clearly appeals however to the majority of patients in the study sample.

Most share the opinion that it is … “a good idea” … if the GP:  

· sends consultation results direct to their own GP for his / her records

· could order tests / x-rays / etc, on the spot if required

· could refer patients to their own GP for follow up if necessary

· could access their hospital records.

For many patients one of the most appealing aspects of the GP Clinic concept is that it links the patient back to his or her own GP.

In theory this is a positive result.

In practice:

· Examination of overall Patient Survey results suggests the majority of patients currently attending the A&RMC ED after hours seem unlikely to follow through without a deal of persuasion or education about the difference between GP and hospital services, given the propensity of these patients to:
· view hospital services as those providing treatment by “specialists” who they trust are skilled in dealing with perceived emergency medical problems, as opposed to an “unknown” GP.

· Only 21% (16 out of 76) of patients claim they would be prepared to pay for GP after hours services.

Higher Levels of GP Support Needed for an AHPMC GP Clinic

The level of support shown by NEVDGP GP Members via a GP Survey of three hundred (300) GPs in the establishment of a GP run After Hours Clinic, at this point in time, irrespective of its location:

· Does not meet the Department of Health and Aged Care After Hours Primary Medical Care Service Development Grants’ requirement for a “demonstrated support of the majority of GPs in area of operation”  -  with 25% of GPs in the area registering positive interest.  

· Suggests that insufficient numbers of GPs would be willing to actually participate in an AHPMC GP Clinic to maintain adequate staffing levels.

Thirty seven (37) GPs or 12% of the 300 surveyed and approximately 40% of those responding to the GP Survey indicated they would consider participating in a GP run AHPMC Clinic on a roster basis.

Research exploration of currently operating GP AHPMC Clinics indicates this level of interest would ideally need to be increased to ensure participation of around sixty (60) GPs.

Identifying a Need for Improved AHPMC via a GP Clinic

· 73% of GPs in the GP Survey indicate their practice(s) adequately meets the after-hours primary medical care needs of their patients (via Locum, on-call, and / or extended hours).

This claim is supported by those GPs contributing to focus group discussions.

· Thirteen percent (14) of the GP Survey study sample registered an interest in being part of a focus discussion group to explore further the feasibility of a GP run and staffed After Hours Clinic.  This group provided some valuable insights into their own experiences of After Hours service provision.

The views of GPs in focus group discussions on determining a need for an AHPMC GP Clinic to improve After Hours Primary Care services in the North East Valley area:

· Around 10% of after hours calls actually require immediate medical attention  -  a patient need vs convenience issue.

· Patients are disinclined to pay for after hours services, particularly in a perceived public facility.

· The establishment of an AHPMC GP Clinic would not overcome the need for after hours Locum / on-call services for home visits / late night & early morning.

Consensus of Opinion among GPs in the Groups: 

· The level of interest by GPs, via the GP Survey, in establishing an AHPMC GP Clinic does not provide strong evidence that after hours care is an issue for the majority of GPs in the North East Valley area.

· Perhaps current use of and attitudes toward after hours GP services by patients does not demonstrate a need for service improvement, but rather a need for patient / consumer education on inappropriate versus appropriate use of such services  -  including use of A&RMC ED.  This is not to say that consumers would not like to see additional after hours resources in the area.

· The number of potentially suitable patients generated by the A&RMC ED after hours is not sufficient to financially sustain an AHPMC GP Clinic relying only on this source of referral.

· There is a need for improved Locum Services for home visits.

· There is a need for improved patient awareness of and access to GP after hours services on Saturdays, Sundays, long weekends  -  particularly for sports injuries, parents with young children, ancillary services  eg. x-rays / pathology.  

On the last point, it is interesting that GPs in the groups seemed to have little to no knowledge of what GP Practices in the North East Valley area are open on weekends, other than their own.

In the Patient Survey, two (2) in ten (10) patients who do have their own GP were not aware of any GP services available after hours.

The NEVDGP’s Survey of the eighty nine (89) GP Practices in the North East Valley area shows that:

· 21% are open for extended weeknight services

· 21% are open on Saturday mornings

· 12% are open on Saturday afternoons

· 30% are open on Sundays.

Comparisons of After Hours GP Service provisions in Perth, W.A. metropolitan areas and the NEVDGP area:

· A survey of general practices in Perth metropolitan areas in 1997 (Hyndman, J & Holman, CD) showed that:

· 6% of practices provided a week day evening service  -  compared with 21% in the NEVDGP area

· less than 2% of practices were open on Sundays  -  compared with 29% open on Sunday mornings and 10% open on Sunday afternoons in the NEVDGP area.


· A NEVDGP AHPMC GP Clinic relying solely on referrals from the A&RMC ED is not financially viable without some form of dollar support from Government, patients or elsewhere.

· Patients presenting at the ED are likely to be unwilling to see a GP instead of a hospital doctor, without a deal of explanation by triage staff  -  thus potentially increasing rather than decreasing staff workload at this point of contact.

· Patient education is required on the difference between urgent after hours medical need and ‘convenience’ shopping after hours, to reduce the volume of patients:

· requesting home visits via GPs and / or Locum Services

· accessing the A&RMC ED inappropriately.

· Research results do not demonstrate a strong overall need for improved AHPMC services via a GP Clinic, with the majority of GPs in the North East Valley area currently likely to consider their own individual patients’ needs are adequately being met.

· Understandably there appear to be low levels of awareness among GPs and patients about currently available after hours GP services in the area other than their own, suggesting a need for:

· an up to date directory to be complied by the Division and circulated to all its GP Members

· some form of collaboration for GPs to work together in identifying for patients those surgeries known to offer after hours services, ensuring patient records are returned to the referring doctor.

Such an initiative has the potential to: 

· improve patient access to after hours GP services

· reduce the volume of general practice patients accessing the A&RMC ED.  

1. NEVDGP Seeding Grant Feasibility Study

1.1  Primary Aim

Investigate and evaluate the establishment of a model to provide general practice care to appropriate patients that are triaged as a category 4 or 5 at the A&RMC Emergency Department (ED), via an After Hours General Practice Clinic staffed by local GPs and located adjacent to the A&RMC ED.

No. GP Members 

· 320 in North Eastern Suburbs

· 250 in close proximity (local GPs who visit & refer to the A&RMC).

NEVDGP’s tenet is that involvement of local GPs in an improved model of After Hours Primary Medical Health Care provision is essential to realise the aims of this project.

  1.1.1  Seeding Grant Proposal

· To investigate the provision of an After Hours Primary Medical Care (AHPMC) service on weekday evenings and weekend afternoons and evenings.

· To investigate a model to provide general practice care to appropriate patients that are triaged as a category 4 or 5 at the A&RMC’s ED.

  1.1.2  Perceived AHPMC Improvements

· Free up valuable Emergency resources to focus on cases with a high level of need.

· Reduce waiting times in ED.

· Provide a more appropriate service, that links patients back to their local GP during working hours.

  1.1.3  Aims & Objectives of Seeding Grant Proposal

· To carry out a needs analysis in regard to After Hours Primary Medical Care provision, including mapping of current service provision in detailed consultation with stakeholders:

· Consumers

· The A&RMC

· Local GPs

· After Hours Deputising Services

· To identify the feasibility of the establishment of an After Hours GP staffed Clinic located within the A&RMC ED:

· To sample patient opinion on their needs and likely usage of such a facility.

· To identify issues related to securing a commitment from the A&RMC to resource such a facility.

· To identify GP provider issues relating to such a facility, including GP needs & potential barriers to GP participation in an After Hours Clinic.

· To explore service model options based on the needs analysis.

· To evaluate models with (the above) stakeholders, to identify the capacity of the proposed GP staffed Clinic at the A&RMC to:

· address the issues raised in the needs analysis 

· assess the likely impact on existing services.

After consideration of the above, to assess the feasibility of developing a service plan and / or business plan for the establishment of an AHPMC Clinic within the A&RMC.

  1.1.4  Model Ideas from Initial Stakeholder Consultation

· Patients in triage categories 4 and 5 would be informed that they can choose to wait at the ED or attend the adjoining general practice (service).

· The GP Clinic would see these patients and would notify the patients’ regular GP directly of their attendance.

· Notification would be done via the A&RMC’s new electronic Emergency Discharge Summary (Medtrak) that is currently being trialed.

2.  AHPMC Feasibility Study

Research Process

The NEVDGP AHPMC Feasibility Study was conducted by Quality Research Solutions (QRS) in close consultation with the NEVDGP & A&RMC in a number of stages over a period of just over four (4) months from November 2001 to early April 2002.

Preliminary Stage:
· Desk Research into Commonwealth Government Requirements for AHPMC Seeding and Implementation Grants.

Stage One:  

· Investigation of AHPMC Models in Australia  -  ‘After Hours Primary Medical Care Services in Australia’ by Dr. Rob Pegram November 2000

· Desk Research into Previously Conducted Projects on GP Primary Care Clinics

· Desk Research into ‘After Hours Primary Medical Care National Workshop’  -  Beyond the Trials Proceedings Report March 2001

· Discussions with Divisions of General Practice / GP AHPMC Cooperatives

· Discussions with NEVDGP 

· Discussions with A&RMC GP Liaison Officer

· Discussions with A&RMC ED Director / Director Clinical Services

· Discussions with Consumer Reference Group

· Exploring Locum Services / Workshop Attendance.

Stage Two:

· Survey of GPs in the NEVDGP area.

Stage Three:

· Survey of patients triaged categories 4 and 5 at the A&RMC ED after hours.

Stage Four:

· Interviews with A&RMC ED Triage  Staff.

Stage Five:

· GP Focus Group Discussions.

Stage Six:

· Discussion with the Division’s Consumer Reference Group.

Stage Seven:

· Further Investigation of AHPMC Models in Australia via discussion with Divisions of General Practice / Key Decision Makers of currently operating AHPMC Clinics in Victoria, Queensland, Western Australia.

· National AHPMC Forum Attendance

· Discussions with Telephone Call Centre Resources operating in Canberra and Western Australia

· Revisiting Key A&RMC Decision Makers  -  ED Director / Director Clinical Services / GP Liaison Officer / Director Primary Care Liaison Unit.

· Discussions with and provision of valuable information from Nicole Petterson, After Hours Program Officer GPDV.

This report details the findings, observations and conclusions of each stage of the research process, documenting how each stage led to the next in terms of providing the information needed for NEVDGP to address its initial objectives, in addition to fully exploring additional AHPMC options.

3. Stage One Investigations

Introduction

The overall aim of Stage One of the NEVDGP’s AHPMC Feasibility Study was to:

· investigate and understand AHPMC service models previously attempted and / or currently implemented by other Divisions of General Practice, GP Cooperatives, and private organisations, in Australia, to identify:

· factors contributing to the success and / or failure of AHPMC service models attempted and / or currently implemented by other Divisions of General Practice, GP Cooperatives, and private organisations

· differences between AHPMC bulk billing and service fee models  -  and the implications of these differences on the proposed service model for the NEVDGP

· gain an understanding of the perceptions and attitudes of key A&RMC decision makers towards an AHPMC GP Clinic located in this hospital

· gain an understanding of the consumer’s perspective of provision of AHPMC in the North East Valley Division of General Practice area

· obtain information about the role of Locum Services in providing AHPMC in the North East Valley Division of General Practice area.

Methodology

To meet the overall aims of Stage One, a combination of desk research, telephone and face-to-face discussions were undertaken by the consultancy.

Valuable desk research references in this stage include proceedings from national workshops held on After Hours Primary Care Services and detailed reports accessed via the Queensland Division of General Practice website.

Face-to-face / telephone discussions with Key Representatives from Divisions of General Practice, GP AHPMC Centres / Cooperatives, A&RMC Key Decision Makers, NEVDGP’s Consumer Reference Group and exploration of Locum Services provided excellent sources of reference for detailed accounts of factors critical to the success of AHPMC via a GP Clinic.

Research investigations were extensive, exploring and evaluating AHPMC service models currently and / or previously operating in metropolitan and regional Victoria, New South Wales, and Western Australia. 

Stage One Outcome

AHPMC GP Clinic Critical Success Factors

There are a number of critical success factors that need to be taken into account in the establishment of an AHPMC GP Clinic:

· attracting adequate GP participation in AHPMC Hospital based GP Clinics

· developing a triage system that satisfies hospital physicians, GPs, patients

· ensuring triage nurses (or other appropriately trained personnel) have a consistent understanding of the organisation’s triage system

· ensuring GPs are familiar with the hospital ED / triage system

· determining the number of GPs required to participate in AHPMC

· ensuring GPs have appropriate ED skills, in particular to attend to such issues as suturing and plastering 

· gaining the co-operation of hospital physicians

· putting into place a system for transferring patient records / details of consultation(s) to patients’ regular GPs

· developing an ongoing patient management policy

· addressing the need to provide a service for disabled, non-mobile patients

· ensuring quality rooms are available

· addressing security and safety needs

· developing an appropriate method or methods for advertising / promoting the AHPMC service
· ensuring the intent of the AHPMC service is clear to GPs, hospital administration, hospital ED key personnel, and patients

· addressing the need for the AHPMC service to be sustainable over time.

Other AHPMC Service Models & NEVDGP Proposal Differences
· Unlike the NEVDGP proposed service model, no current or intended model identified aims to provide after hours care only for hospital ED or Casualty Departments.

· AHPMC service models currently being assessed by some Divisions of General Practice in Victoria through Government Seeding Grants, and those currently operating with the highest level of success or sustainability provide a full after hours care for all GP patients and incorporate some form of triage system:

· providing an after hours service to all general practice patients, including those presenting at a hospital Emergency or Casualty Department and categorised as triage 4 or 5

· advertising or promoting the AHPMC service to GPs and patients 

· incorporating a telephone triage and / or patient advice system, employing either a GP, Nurse, receptionist, or Locum Service to attend to patient calls

· using a formal or informal cooperative model that encourages GP participation, in addition to making the service available to non-participating GPs, meeting practice accreditation and PIP needs for GPs in the area.

· Divisions currently assessing the feasibility of proposed models, in order to apply for the Government AHPMC Service Development grant by April 2002, completed a Needs Assessment among GPs, other service providers, and patients, prior to receiving a Seeding Grant.

AHPMC Service Model Financial Sustainability

Financial sustainability of an AHPMC GP Clinic is highly dependent on the need to ensure:

· GPs can be remunerated at a rate that will encourage and maintain sufficient numbers to staff the Clinic  -  with understaffing being one of the main reasons for the failure of some previously tried service models explored in the research. 

· Sufficient numbers of patients per hour can be generated to at least break even  -  based on patient billing arrangements.

AHPMC models explored in the research attempt sustainability in a number of different ways:

· paying GPs a per hour rate of between $80 and $125

· paying GPs the State Government VMO award rate  -  around $130 in NSW

· charging all patients, except bulk billed pensioners, a fee of between $50-60 per consultation

· bulk billing pensioners, charging a consultation fee of around $35 to concession card holders, and between $40-50 to all others

· allowing individual participating GPs to determine their own rate of patient payment

· relying on Federal Government, Medicare and Area Health Service funding to subsidise the cost of the service  -  Maitland / Hunter AHPMC.

AHPMC service models previously or currently relying on bulk billing are highly unlikely to be sustainable:

· at an average cost per patient in the vicinity of $74  -  or more, dependent on patient flow

· without some form of GP remuneration above that reimbursed by standard MBS Item Nos

· without some form of Government / additional funding support.

Research investigations suggest that service models using a mix of bulk billing and patient payments require a minimum of four (4) paying patients per hour to break even, with a minimum of six (6) per hour needed for financial sustainability where there is a mix of bulk billed and paying patients.

Expected No. A&RMC ED-AHPMC GP Clinic Referrals per Hour

The total number of hours an AHPMC GP Clinic could be expected to open is calculated at 48 hours per week.

This calculation is based on information from a currently operating AHPMC GP Cooperative in Melbourne that opens from:

· 6.30pm – 11.30pm weeknights

· 12 noon to 11.30pm Saturdays and Sundays.

Data provided by the A&RMC ED for triage 4 and 5 after hours presentations during these times in the months of February and March 2002 inclusive strongly suggest that an AHPMC GP Clinic relying solely on this referral source would not be sustainable.

The total number of such presentations during these times in February and March 2002 was 1,258.

Using the above GP Cooperative’s hours of opening as a baseline, this total translates into 3.1 patients per hour who could be deemed suitable for referral to a GP Clinic.

It must also be taken into account that a proportion of these patients:

· will have been referred by a GP to the ED in the first place and therefore may not be suitable General Practice patients

· may be unwilling to see a GP instead of a hospital doctor.

Practical Considerations for the A&RMC ED 

Co-Located AHPMC GP Clinic

· The patient referral process from the ED to a GP Clinic would need to be clearly defined to ensure no cost shifting or ‘double dipping’ is operative, to meet   Government’s requirements.

To overcome this potential problem: 

· patients would need to be offered the choice between the ED and the GP Clinic  -  patients cannot be automatically transferred or referred by the ED.

A potential added problem is the medico-legal implications for the hospital should patients not be given an informed choice of service providers.

· The A&RMC is supportive in principal of providing suitable rooms for the housing of a GP Clinic adjacent to the ED, however:

· the impending restructure of the A&RMC has practical implications on the timing for implementation of an AHPMC GP Clinic located close to the hospital’s ED

· the location of the Clinic would need to ensure Commonwealth requirements for safety and security are met

· the GP Clinic may need to pay the A&RMC market rates for rent of any premises located within the hospital to meet HIC requirements.


In light of the above findings NEVDGP decided to evaluate the viability of extending its proposed AHPMC model to provide total After Hours Primary Care for patients in the North East Valley area in addition to suitable general practice patients presenting at the A&RMC ED.

The first step in this revised evaluation process was to undertake a Needs Assessment among NEVDGP GP Members, to determine their level of support in provision of AHPMC via a GP Clinic or Cooperative.

The second was to gain input from patients attending the A&RMC ED after hours, to determine the predicted likelihood of them being willing to see a GP rather than a hospital doctor.

The next stages of this Feasibility Study therefore: 

· Explore the attitudes of GP members of NEVDGP towards current and likely future provision of AHPMC:

· to identify any areas of service provision they feel need improving

· to determine their views on the proposed AHPMC GP Clinic located adjacent to the A&RMC ED

· to determine their views on alternative AHPMC service models, in particular a model to incorporate a service for all patients in the North East Valley area.

· Explore the current and predicted future attitudes and behaviours of patients in terms of current AHPMC service provision(s):

· to sample patient opinion about current after hours service provisions 

· to determine patient perceptions and likelihood of using an AHPMC GP Clinic located adjacent to the A&RMC ED.

· Explore the attitudes of consumers towards current provision of AHPMC in the North East Valley area.

· To gain input from Deputising Services about current provision of AHPMC in the North East Valley area.

· To explore telephone triage AHPMC service models currently operating in Australia.

4.  NEVDGP GP Survey

Introduction

A GP Survey was conducted in late January 2002 among three hundred (300) GPs in the North East Valley Division to determine GPs’ views on a number of issues important to exploration of an After Hours Primary Medical Care service model in the North East Valley area. 36% (108) responded.  

GPs were asked to indicate whether they agreed or disagreed with a total of fifteen (15) statements.  They were also asked to indicate whether they would be interested in being part of a focus group to be held in the next stage of the research.

GP Survey Overall Aims:

· To demonstrate the need for After Hours Primary Care (AHPMC) service improvement in the North East Valley area, if such a need exists.

· To determine likely levels of GP support and predicted participation in an AHPMC GP Clinic.

· To explore specific AHPMC service model options.

Survey Objectives

To determine the views of GPs on:

· a need for increased after-hours primary medical care in the North East Valley area

· whether their patient needs are currently being adequately met in terms of after-hours primary medical care 

· how GPs feel about provision of their own after-hours primary medical care

· communication from hospital Emergency Departments (ED) following after-hours attendance by their patients

· the role of the Division in investigating locally applicable after hours service  options

· supporting the Division’s investigation into specific after hours service models

· being involved in a GP AHPMC.

Survey Methodology

The GP Survey questionnaire was developed by NEVDGP in conjunction with Quality Research Solutions (QRS).

Questionnaires were mailed out by NEVDGP and subsequently returned to the Division by either mail or fax.

Each questionnaire included a total of fifteen (15) statements for GPs to indicate their views on each statement as follows: 

Agree


Disagree

Don’t Know
Analysis of results was undertaken by QRS.

A copy of the GP Survey questionnaire is enclosed as Appendix II in PART TWO of this report.

4.1  NEVDGP GP Survey Results

AHPMC Needs by % GP Responses (n=108)

There is a need for increased after-hours primary medical care in the North East Valley area:

· Agree  -  56% (60)

· Disagree  -  12% (13)

· Don’t Know / No Answer  -  32% (35).

My patients’ need for after-hours primary medical care is NOT adequately met at present:

· Agree  -  30% (32)

· Disagree  -  56% (60)

· Don’t Know  -  15% (16).

The quality of after-hours care provided by medical Locum services is adequate to meet my patients’ needs:

· Agree  -  42% (45)

· Disagree  -  37% (40)

· Don’t Know / No Answer  -  21% (23).

My practice adequately meets the after-hours primary medical care needs of my patients (via Locum, on-call, extended hours):

· Agree  -  73% (79)

· Disagree  -  19% (21)

· Don’t Know  -  7% (8).

How GPs Feel About Providing AHPMC by % GP Responses

The need to provide after-hours primary medical care places an unreasonable strain on my practice (financial, workload, etc):

· Agree  -  51% (55)

· Disagree  -  41% (44)

· Don’t Know / No Answer  -  8% (9).

Hospital ED Communication by % GP Responses

I require better communication from hospital Emergency Departments following after-hours attendance by my patients:

· Agree  -  71% (77)

· Disagree  -  25% (27)

· Don’t Know  -  4% (4).

Role of Division in Investigating AHPMC by % GP Responses

I support the Division's role in investigating locally applicable after-hours options which are GP-inclusive and ensure that attending patients are referred back to their normal GP for ongoing management:

· Agree  -  83% (90)

· Disagree  -  2% (2)

· Don’t Know  -  15% (16).

GP Views on Specific AHPMC Service Models by % Responses

The Division should investigate the provision of after-hours primary medical care via a GP co-operative model:
· Agree  -  64% (69)

· Disagree  -  16% (17)

· Don’t Know / No Answer  -  20% (22).

The Division should investigate the provision of after-hours primary medical care utilising a system of rostered practices:
· Agree  -  33% (36)

· Disagree  -  45% (49)

· Don’t Know  -  21% (23).

The Division should investigate a model of after-hours primary medical care that includes initial telephone triage (GP or Nurse): 

· Agree  -  61% (66)

· Disagree  -  15% (16)

· Don’t Know / No Answer  -  24% (26).

The Division should investigate a model of after-hours primary medical care that includes collaboration with hospital Emergency Departments:
· Agree  -  81% (87)

· Disagree  -  8% (9)

· Don’t Know / No Answer  -  11% (12).

Support of GP AHPMC by % GP Responses

I SUPPORT in principal the establishment of a GP run After Hours Clinic providing after-hours primary medical care:

· Agree  -  69% (74)

· Disagree  -  14% (15)

· Don’t Know / No Answer  -  18% (19).

Although seventy four (74) GPs, the majority of the study sample, support in principal the establishment of a GP run After Hours Clinic providing after hours primary medical care, this represents only 25% of the total number of GPs in the North East Valley area.

The results of this survey are therefore not convincing in terms of strongly identifying a need for improved AHPMC in the area.  However they are somewhat contradictory in that the same group of GPs who support the establishment of an AHPMC are satisfied with their current After Hours service provision, with:

· 73% indicating their practice(s) adequately meets the after-hours primary medical care needs of their patients (via Locum, on-call, extended hours).

GP Predicted Involvement in GP AHPMC by % Responses

I would consider USING a GP run After Hours Clinic to provide after hours primary medical care for my patients:

· Agree  -  67% (72)

· Disagree  -  15% (16)

· Don’t Know / No Answer  -  19% (20).

I would consider PARTICIPATING on a paid roster basis in a GP run After Hours Clinic:

· Agree  -  34% (37)

· Disagree  -  43% (46)

· Don’t Know / No Answer  -  23% (25).

I would consider STAFFING on a roster basis a GP run After Hours Clinic if it took care of my patients after hours primary medical care needs:

· Agree  -  24% (26)

· Disagree  -  38% (41)

· Don’t Know / No Answer  -  38% (41).

Ideal GP Participation Levels

Research input from a key decision maker from a Division of General Practice in Melbourne which has an apparently viable After Hours Clinic and with a similar demographic profile to the NEVDGP and with a similar number of GP Members suggests that a sustainable AHPMC GP Clinic or Cooperative requires sustained support from all GPs in the area with no fewer than sixty (60) GPs actively participating.

In the Cooperative initially set up by this Division, the sixty (60) GPs currently staffing the Clinic on a rostered basis are believed to represent about 90% of all Clinics / Practices in the area.  

Further support of the Clinic is given by the estimated three hundred (300) GPs in the area, using this resource as a referral point for their patients after hours care needs.

The formation of this type of Cooperative is seen to provide all GPs with some form of ownership.

The difference between this Clinic and that proposed initially for the study by NEVDGP is that:

· it has no direct involvement with a hospital ED

· its patient population is generated from GP referrals and awareness in the local community of its availability

· patients arrive at the Clinic expecting to pay for their after hours care.

GP Study Sample by Practice Location by No. GPs (n=108)

Clifton Hill

  
  2

Bundoora


 5

Northcote


10

Rosanna / Heidelberg

 8

Thornbury

  
  6

Watsonia


 6

Preston

  
  3

Greensborough

 7

Reservoir

  
  4

Diamond Creek

 3

Thomastown

  
  1

Lower Plenty


 1

Alphington / Fairfield

  6

Montmorency


 4

Ivanhoe


14

Eltham
/ Research

12

Heidelberg West

  7

Hurstbridge


  1

Mill Park


  1

Arthurs Creek


  1

Bulleen


  1

Templestowe


  1

       NO ANSWER

         4

Practice locations of four (4) GPs of the thirty seven (37) who would consider participating on a paid roster basis in a GP run After Hours Clinic are not able to be determined.

Practice locations of the other thirty three (33) GPs: 

Practice Location


No. GPs


Total No. GPs

NEVDGP Map Area A3
Preston



     3




 3

Heidelberg West


     4




 7

Thornbury



     2




 6

Northcote



     3




10

Fairfield



     3




  6

NEVDGP Map Area A2

Bundoora



     1




  5

Greensborough


     3




  7

Watsonia



     3




  6

NEVDGP Map Area A4

Montmorency



     1




  4

Rosanna / Heidelberg


     3




  8

Ivanhoe



     3



            14

NEVDGP Map Area A4

Diamond Creek


     1




   3

Eltham / Research


     3
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Perhaps not surprisingly the highest levels of predicted GP participation in an After Hours GP Clinic are from GPs whose Practices are located within reasonably close proximity to the A&RMC  -  41% (15) of the thirty seven (37) who would consider this option.

GPs located in outer areas are those least likely to consider After Hours GP Clinic participation.


The results of this GP Survey are ambivalent in terms of strongly identifying a need for improved AHPMC in the area:

· 36% of NEVDGP’s GP members responded to the survey headed ‘After Hours Care in YOUR Clinic?  -  with the explanation … “the Division has received a Commonwealth Grant to investigate the development of a model that addresses the issue of after hours primary care in the North East Valley area without increasing GP workload or disadvantaging local practices”:

· suggesting that perhaps the vast majority of GPs in the North East Valley area do not consider after hours primary medical care an issue for them.    

· 73% of those who did respond indicates their practice(s) adequately meets the after hours primary medical care needs of their patients (via Locum, on-call, extended hours).

69% (74) of the study sample supports in principal the establishment of a GP run After Hours Clinic providing after hours primary medical care.

Although seventy four (74) GPs, the majority of the study sample, support in principal the establishment of a GP run After Hours Clinic providing after hours primary medical care, this represents only 25% of the total number of GPs in the North East Valley area.

This level of support does not in itself meet with a requirement of the Department of Health and Aged Care After Hours Primary Care Medical Care Service Development Grants, against which ‘Service Development’ proposals will be assessed.

The requirement states a ‘Service Development’ proposal:

· must have demonstrated support of the majority of GPs in area of operation.

When it comes to considering actual participation on a paid roster basis:

· A minority of 34% of the study sample responded positively.  

· Just under half  (43%) responded negatively.

These findings have direct implications on the servicing of an After Hours GP Clinic.

Based on assumption an AHPMC GP Clinic would operate 5 weeknights, Saturday and Sunday afternoons & evenings, a minimum of 9 sessions per week would be required  -  approximately 36 per month.

This means that if all thirty seven (37) GPs did actually participate, each would need to undertake one (1) session a month to service the AHPMC Clinic.

Worth noting however is that only 13% (14) of the study sample registered an interest in being part of a focus discussion group to explore further the feasibility of a GP run and staffed After Hours Clinic.

On the other hand, 83% of the study sample supported the Division's role in investigating locally applicable after hours options which are GP-inclusive and ensure that attending patients are referred back to their normal GP for ongoing management.

The most favoured service model option is one that includes collaboration with hospital Emergency Departments:
· 81% agrees the Division should investigate this type of model of After Hours Primary Medical Care   

· 71% require better communication from hospital Emergency Departments following after hours attendance by their patients.

Given the actual need for an improved AHPMC in the North East Valley area has not been strongly identified in this GP Survey, the validity of some of these results is questionable. 

It could well be argued that the need for better communication from hospital Emergency Departments acts as a main influence on responses to exploration of a model including collaboration with these after hours GP service providers. 

It could also be argued that, whereas the majority of GPs responding to the survey support in principal the establishment of an AHPMC GP Clinic, a far lesser number were prepared to consider supporting such a facility in practice.

Further Investigations Undertaken
Patient Survey at A&RMC ED:

· To further determine a need for an After Hours Primary Medical Care (AHPMC) service improvement in the North East Valley area, if such a need exists, investigating current levels of patient knowledge and use of GP after hours services.

· To determine the predicted likelihood of patients being willing to visit an After Hours GP Clinic located adjacent to the A&RMC ED.

GP Focus Group Discussions:

· GP focus group discussions are needed to further explore the feasibility of a GP run and staffed After Hours Clinic in the North East Valley area.

5.  A&RMC ED Patient Survey

This section of the report documents the results of a Patient Survey conducted by Quality Research Solutions (QRS) at the A&RMC ED in early January to early April 2002 among seventy six (76) patients triaged categories 4 or 5 and presenting to the ED after hours.

The ‘North East Valley Division of General Practice and A&RMC GP Emergency Care Program Report’ by Elizabeth Branigan in March 1999 has been used to validate Patient Survey research findings where applicable.

The March 1999 report documents findings of research among one hundred (100) patients attending the A&RMC ED from the 1st to the 16th March 1999.

The difference between the 1999 research and the 2002 research is that the former was carried out during times when GPs were available as an alternative source of care, between the hours of 10am - 7pm on weekdays and 8am - 12noon on Saturdays. 

2002 Patient Survey Objectives

· To determine whether patients attending the ED after hours have a family GP or usually see multiple GPs.

· To determine whether patients who do have a GP / multiple GPs are aware of after hours services provided, if any.

· To determine whether patients who do have a GP / multiple GPs have ever accessed a GP After Hours service, and if so, for what reasons.

· To determine the reasons why patients attended the ED for this particular visit, and who, if anyone referred them to the ED.

· To determine patient expectations and post satisfaction levels for this particular visit.

· To determine the predicted likelihood of patients seeing a GP at the ED instead of a hospital doctor, for this visit / for future ED attendances. 

Patient Survey Methodology

Face-to-face semi-structured interviews were conducted over eleven (11) separate After Hours sessions. 

The questionnaire employed was developed by QRS and approved for use by the NEVDGP and the A&RMC’s ED Director. (see PART TWO, Appendix III of this report)

Appropriate patients were identified via the ED’s computer records, and subsequently approached for research participation whilst waiting to be seen by ED clinical staff.

Evening sessions were from 6.30pm - 9.30pm (one until 10.30pm):

· Two (2) on separate Monday evenings. 

· Two (2) on separate Tuesday evenings.

· Two (2) on separate Wednesday evenings.

· One (1) on a Thursday, and one (1) on a Friday evening.

Two (2) sessions were held on separate Saturdays, from 1pm - 3pm and 1.30pm – 3pm respectively.

One (1) session was held on Easter Monday from 2pm - 4.30pm. 

Follow-up telephone calls were made to each patient, where willing, to determine levels of retrospective satisfaction with the service they received at the ED.

5.1  Profile of Patient Study Sample 

% Patients by Triage Category (n=76):

· Category 4:
86% (65)

· Category 5:  
14% (11).
This distribution of categories 4 & 5 is identical to that documented in the 1999 Patient Survey Report by Elizabeth Branigan.

% Patients by Gender:

· Adult Male:
41% (31)
· Adult Female:
33% (25) 

· Paediatrics:
26% (20)  

-  Male  (11)

-  Female  (9).

Total male presentations represent 55% of the study sample, 10% less than the 1999 Patient Survey.  Total female presentations represent 45% of the total study sample, 10% more than the 1999 Patient Survey.

% Adult Patients by Age Group (n=56):
· Adolescents Under 18:
  2%  ( 1)
· 18 – 24:


 11% ( 6)
· 25 – 34:


 18% (10)
· 35 – 44:


   4%  ( 2)
· 45 – 54:


  21% (12)
· 55 – 64:
 
  
    7% ( 4)
· 65  and over:

  38% (21).

Health Care Cardholders -  47% (36):

· DVA / Gold Card:  11% (8)  -  compared with 14% in the 1999 Patient Survey.

· Retired Pensioner Card:  13% (10)  -  compared with 38% in 1999.

· Health Care Concession Card:  24% (18)  -  compared with 13% in 1999.

Private Health Insurance:  28% (21).

Main Language Spoken at Home by No. Patients (n=76)

English:
61 (80%)

Greek:

  3

Italian:
  
  3 

Somalian:
  3

Arabic:
  
  1

Cantonese:
  1

German:
  1

Macedonian:
  1

Mandarin:
  1

Russian:
  1.

In the 1999 Patient Survey 70% of patients had an English speaking background, compared with 80% in 2001-2002.

Occupation by % Patient / Main Household Income (n=76)
Retired:



28% (21)

Managerial / Professional:

21% (16)

Tradesperson:


  9%  (7)

Student:



  8%  (6)

Clerical / Office:


  6%  (5)

Small Business:


  5%  (4)

Driver / Taxi / Courier:

   4% (3)

Shop Assistant / Retail:

   4%  (3)

Disability Pension:


    4% (3)

Carer:




    3%  (2)

Labourer / Process Worker:
    3%  (2)

Home Duties:



    3%  (2)

Unemployed:



    3%  (2).

5.2  Patient Use of GPs After Hours

All patients were asked a series of questions aimed at determining levels of awareness and use of GP after hours services.

Q6.
Do you have a family GP / multiple GPs?
     

· 83% (63) have a family GP

· 8% (6) see multiple GPs

· 8% (6) have no GP 

· 1% (1) hardly ever goes to a GP.

Q7.
Does he / she bulk bill your consultations?


Of the sixty nine (69) who do have a GP, either family or multiple:   

· 74% (51) are bulk billed  -  including 18 on a pension

· 25% (17) are not bulk billed

· 1% (1) is not sure about billing arrangements. 

Q8.    Does your GP have an After Hours service when the surgery is closed?

Forty one (41) or 60% out of the sixty nine (69) who do have a GP are aware their GP has an after hours service:

· 46% (19) believe their GP personally attends to service after hours

· 54% (22) believe their GP provides an after hours locum service.

20% (14) of patients who do have a GP, know / believe their GP does not provide any organised after hours service.

An equal proportion don’t know.

49% (20) of the forty one (41) who are aware an after hours GP service is available have used this service in the past for an … emergency.

Only two (2) stated they were required to pay an after hours service fee of $35 and $58 respectively.

Others are either bulk billed or cannot recall the exact fee involved.

Examples given by patients of GP After Hours Service:

· Seven (7) cover weeknights only until 9pm.

· Seven (7) cover Saturdays.

· Five (5) cover Sundays.

· Two (2) cover weeknights, Saturdays and Sundays.

· One (1) provides a 24 hour service 7 days a week.

Others were not sure of exact coverage of after hours service. Access to after hours services is initially by telephone to the relevant surgery in most cases.

GP Surgery Opening Hours on Weeknights & Weekends

Of the eighty nine (89) CP Practices / Clinics in the North East Valley area:

· 21% (19) are open on weeknights up until 8 or 9pm

· 75% (67) are open on Saturday mornings; 12% (11) Saturday afternoons.

· 30% (27) are open on Sunday mornings;  10% (9) Sunday afternoons.

The NEVDGP’s Area Map has been used to:

· illustrate the spread of suburbs represented in the research by number of  patients, grouping suburbs into relevant areas (as shown in NEVDGP Area Map enclosed as Appendix IV, PART TWO of this report)

· compare patient’s use of the A&RMC ED and the availability of GP extended hours by area and suburb (data provided by NEVDGP).

Suburbs of Patient Residence by NEVDGP Map Area Code

	Map Area Code
	Suburb
	No. Patients

	
	
	

	A1   (n=5)
	Reservoir
	5

	
	
	

	A2   (n=16)
	Greensborough
	8

	
	Bundoora
	4

	
	Watsonia
	4

	
	
	

	A3   (n=14)
	Heidelberg West
	6

	
	Preston
	5

	
	Thornbury
	1

	
	Northcote
	2

	
	
	

	A4   (n=21)
	Yallambie
	3

	
	Macleod
	2

	
	Montmorency
	1

	
	Rosanna
	3

	
	Lower Templestowe
	4

	
	Ivanhoe
	1

	
	Bulleen
	2

	
	Heidelberg
	5

	
	
	

	B1   (n=2)
	Doreen
	1

	
	Hurstbridge
	1

	
	
	

	B3   (n=4)
	Diamond Creek
	1

	
	Eltham
	3

	
	
	

	Out of NEVDGP Map Area
	Thomastown
	1

	(n=12)
	North Balwyn
	2

	
	Doncaster East
	1

	
	West Brunswick
	1

	
	Doncaster
	1

	
	Faulkner
	1

	
	East Kew
	2

	
	Kew
	1

	
	Preston West
	1

	
	Kingsbury
	1

	Plus 2 visitors (UK & Swan Hill)
	
	Total = 76


The table below shows the number of patients attending the A&RMC ED by suburb, and the number of GP practices open on weeknights and weekends by suburb.

No. Patients by NEVDGP Map Area Code

by No. Clinics Open Weeknights & Weekends  

	Map Area Code
	Suburb
	No. Patients

Attending

ED 
	No. Clinics 

Open

AH
	Week-nights

 8 - 9pm
	Sat.

Pm
	Sun.

Am
	Sun.

Pm

	A1   

(n=5)
	Reservoir
	5
	1
	1
	-
	1
	-

	
	
	
	
	
	
	
	

	A2   

(n=16)
	Greensborough
	8
	3
	3
	1
	3
	2

	
	Bundoora
	4
	4
	3
	2
	4
	1

	
	Watsonia
	4
	-
	-
	-
	-
	-

	
	
	
	
	
	
	
	

	A3   

(n=14)
	Heidelberg West
	6
	-
	-
	-
	-
	-

	
	Preston
	5
	-
	-
	-
	-
	-

	
	Northcote
	2
	3
	2
	1
	2
	1

	
	Thornbury
	1
	3
	1
	1
	1
	1

	
	Fairfield
	-
	1
	-
	-
	1
	-

	
	
	
	
	
	
	
	

	A4   

(n=21)
	Heidelberg
	5
	1
	1
	1
	1
	-

	
	Lower Templestowe
	4
	-
	-
	-
	-
	-

	
	Rosanna
	3
	1
	1
	-
	-
	-

	
	Yallambie
	3
	-
	-
	-
	-
	-

	
	Bulleen
	2
	2
	1
	1
	2
	1

	
	Macleod
	2
	-
	-
	-
	-
	-

	
	Ivanhoe
	1
	3
	1
	
	3
	-

	
	Montmorency
	1
	1
	-
	-
	1
	-

	
	Lower Plenty
	-
	1
	1
	1
	-
	-

	
	Viewbank
	-
	1
	-
	-
	1
	-

	
	
	
	
	
	
	
	

	B1   

(n=2)
	Doreen
	1
	-
	-
	-
	-
	-

	
	Hurstbridge
	1
	-
	-
	-
	-
	-

	
	
	
	
	
	
	
	

	B3   

(n=4)
	Eltham
	3
	5
	4
	2
	5
	2

	
	Diamond Creek
	1
	2
	-
	1
	2
	1
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Patient awareness of GP extended services and the information contained in the tables above indicates that: 

· patient awareness of extended services or after hours services may be linked only to their own GP

· patients may lack awareness of, or information about, other GP services in their area or within close proximity to their home.

On the other hand, patients’ use of the A&RMC ED and the reasons for attending this source of medical care on weeknights and weekends could indicate a perceived need or preference to visit the hospital instead of a GP. 

The exceptions here are where patients have been referred by a GP to the A&RMC ED.

Details of patients’ past and current use of the A&RMC ED are documented in the following sections of this report.

5.3 Patient Use of A&RMC ED 

After Hours

Previous Use of A&RMC ED After Hours

Previous Attendance at A&RMC Emergency Department After Hours:

· 61% (46 out of 76) of patients attending the ED have attended the A&RMC ED in the past.  

· 9 out of 46 (20%) could not recall when they had attended the A&RMC ED in the past.

For others, times of past attendance recall is evenly split between weekends and weeknights, with some having attended on both weekends and weeknights.

Previous Attendance Levels of Satisfaction:  

· For 54% (25) out of the forty six (46), previous attendance was a positive experience for the patient, due to being seen quickly or in an acceptable time frame and / or because the standard of treatment / care was perceived to be high.  

· For 30% (14) their previous attendance was a negative experience, mainly due to a long wait.  

· For the remaining 15% (7) patients previous attendance was neither positive nor negative, just simply meeting a need at the time.

Individual comments on positive experiences …

“good, always get good treatment”

“always looked after at A&RMC ED …never expect to go through under 3-4 hours”

“I came by ambulance … waited 1 hour, very quick … there were lots of people but I was triaged ahead”

“it was the middle of the night … I had an asthma attack … it was quiet … it was my birthday and they offered me cake”

“(my) emergency department expectations aren’t huge … it was fine … we waited a couple of hours … that wasn’t a problem”

“it was a good visit … we waited a couple of hours … came at 11 / 12pm and stayed until the early hours”

“good  …it was excellent because the treatment was so good … my mother had a mini-stroke and they were onto it straight away … I left after 4 hours and my mother stayed overnight”

“good service … we are very happy … everybody is very nice … always waiting but if we are not urgent we have to wait … that’s the way it is and we understand that”

“I had burnt my hands extremely badly … lost the skin on them … came here, and that’s the reason I’m alive now … extremely happy”

“if my daughter was crook when she was young, I would bring her straight here … they’ve always been good, done tests and everything”

“it’s slow getting to the front desk, waiting … but once you’re in it’s okay.”
Individual comments on negative experiences …

“we came here before because my wife had a stomach ache, in pain … they said it will take longer than 6 hours … so we went home … came back and same thing happened … so we went home again” 

“last time we waited 5 hours”

“it was a Sunday night and it was shocking … I waited all night … there were people everywhere drunk who had been fighting and there was a schizophrenic woman going mad in a cubicle … it was awful”

“it was a bit crowded … 7 ambulances arrived … the waiting room was full … we talked to someone who told us there were 14 people in front of us and we should expect a 7 to 8 hour wait or go to La Trobe / Charles Road … we went home and gave her a Panadol … she slept from 10pm but the pain started again at lunchtime so we are back”
“I spent two days on a trolley … came in Christmas Day just after midnight … that’s not very good.”

5.4 Current Use of A&RMC ED

After Hours

Reasons for Current A&RMC ED Visit

% Patients by Referral Source:

· 37% (28) GP referred

· 37% (28) self referral
· Other referral sources for 26% (20)  -  family member (7), ambulance (6), carer (3), nurse (2), chemist (1), nursing home (1). 

The 1999 Patient Survey conducted at A&RMC found that 38% (38 out of 100) of patients screened for the research had been referred to the ED by General Practitioners.

However, the total proportion of GP referrals (identified as such by ED staff) during the time the 1999 Survey was conducted was 15%.  This figure is closer to that provided by the A&RMC for the period June to December 2001 when ED records show that 13% of all After Hours patient referrals were from GPs.

The difference in Patient Survey findings and A&RMC ED records is probably explained by the difference in understanding of what constitutes a referral.  For ED staff a referral is usually a written document and in some few cases a phone referral.  For patients a referral may take many forms including instructions on an answering machine.

GP referral claims by patients included in the Feasibility Study are supported by them in a few different ways …

“the GP gave me a letter to bring to the ED”

“the GP rang ahead to notify the ED I was coming in to the ED”

“the GP told me to go to the ED (verbal referral).”

All patients making such claims were adamant that … the GP referred me here.

These findings suggest there could perhaps be a breakdown in communication by GPs referring patients to the A&RMC ED, in that in some circumstances it was not always possible to provide the patient with an accompanying written referral.

Conversely there could perhaps be gaps in the system used by the ED to formally record GP referrals.

Either way it seems that a predicted high proportion of GP referred patients may be unlikely to have the outcome of their ED consultation(s) transferred back to the referring source in the form of a formal Discharge Summary.

If this is the case then this could account for 71% (77) of GPs in the NEVDGP 2002 GP Survey agreeing they require better communication from hospital Emergency Departments following after hours attendance by their patients.

On the other hand, information put forward by GPs suggests some GP-ED referrals are made as a result of the GP:

· Responding to a patient’s telephone call requesting (perceived) emergency medical care in the middle of the night and / or during the day, when it is likely the GP will verbally instruct the patient to call an ambulance to go to the ED.  

· Advising a very ill patient to attend the ED in an attempt to enhance the patient’s chances of obtaining an earlier than usual outpatients appointment. It seems that some very ill patients need to wait for an outpatients appointment for 6 to 8 weeks, and the GP can be concerned the patient may die long before that. In these circumstances ED clinicians are able to request an urgent outpatients appointment, thus shortening the 6 to 8 weeks waiting time.

When GPs do refer perceived emergency care patients and / or very ill patients to the ED, as above, they feel obligated to advise this referral point either by phone or in writing the same or next day.  The only exception here is where the GP had already received communication from the ED about the same patient and the same issue.  In that case GPs feel they have met their obligation and that the ED already had detailed relevant patient information.

Additional information from some NEVDGP GP Members suggests the new Electronic Discharge Summaries are a great improvement on past practices which were either non-existent or very late, often received by them months later.

There are however some concerns expressed by several GPs in the NEVDGP about the A&RMC “stealing” their patients.  This means that a GP referred ED patient,  subsequently referred to outpatients or admitted to hospital by the ED, can become lost in the acute system as a hospital clinician refers him or her direct to another specialist rather than back to the patient’s own GP.  GPs putting forward these concerns believe this hospital clinician-specialist referral practice should be made illegal if it is not already. 

The table below lists the main reasons, apart from GP referrals, for patients choosing to attend the Emergency Department for this current visit.

Main Reasons For ED Visit
Main Reasons





% Patient Responses

I Might Need an X-ray / I Need

An X-ray / GP can’t do X-ray:




28% (21)

No After Hours GP Service Provided:



25% (19)

Hospital Has Specialists Available / 


I Need a Specialist / Already Been 

Treated by a Specialist:





20% (15)

I Need Special Tests:






20% (15)

I Consider My Illness / Injury 

To be an Emergency:






18% (14)

Hospital Has My Files / Records:




14% (11)

Ambulance Brought Me Here:




12% ( 9)

Mode of Transport to A&RMC ED (n=76)

Driven by Relative / Friend:

45% (34)

Own Car:



34%  (26)

Ambulance:



12%   ( 9)

Taxi:




  5%   ( 4)

Train or Bus:



  3%   ( 2)

Walked:



   1%  ( 1).

Nature of Illness / Injury:

Fracture, dislocation:



13

Swollen leg, knee:




  8

Gastro, fever:





  7

Laceration:





  4

Allergy:





  3

Back pain:





  3

Bang to Head:




  3

Sore neck, shoulders, face:



  3

Respiratory Problem:



  3

Clots in veins & lungs:



  3
Sore Throat:





  3

Hurt ankle, wrist:




  2

Burn:






  2

Chest pain:





  2

Sore hip:





  2
Angiogram:





  1

Anorexia:





  1

Anaemia:





  1

Cancer (feeding tube adjustment):


  1

Constipation:





  1

Dehydration:





  1

Dizziness:





  1
Fall:






  1
Foreign object:




  1

Gynaecological:




  1

Hernia:





  1

Infected thumb:




  1

Insulin Needed:




  1

Nose bleed:





  1

Torn muscle:





  1




Total:






76

5.5 Expectations of A&RMC ED 

on Current (Interview)Visit

To determine the expectations of patients attending the A&RMC ED after hours, all were asked the question … So far, how do you feel about / how would you describe this visit to the hospital Emergency Department? 

This question was purposefully unprompted in order to determine what was top of mind for patients waiting in the ED prior to being seen by hospital physicians / doctors.

In this unprompted setting the high majority of the patient study sample (83%) spontaneously focussed only or mainly on hospital ED waiting times.

61% (46) expected to wait and did not exhibit or express levels of dissatisfaction on this score.  

The waiting ‘expectation’ is generated from previous attendance or from experience / hearsay about public hospitals in general … 

“after my last experience, I expected to wait ... I’d hoped not longer than an hour or so … at Public Hospitals people are always waiting”

“this is what I expect … waiting ... I have been here a lot of times with everyone else … of course if emergencies come in they go first … I said to my wife before I came … I expect to be home by 2am if I’m lucky”

“I’m happy, I like the Austin, been coming here since 1961 … am expecting to wait for awhile … I expect to find out what I’ve got wrong with me”

22% (17) did not expect to wait, expecting quick medical attention. 

The research identifies three main factors that led patients to expect or at least want quick attention, despite in some cases acknowledging there can be a long wait in the ED:

· the feeling / perception their condition is urgent

· the GP phoning ahead to inform the ED of the patient’s condition  -  resulting in a patient belief he or she has already been triaged and is in the ‘queue’ before they have even arrived

· parent concerns about a young child.

Frustration occurs when there is a conflict in what patients believe is urgent, and is not attended to.  This can tend to culminate in a lack of trust in the system. 

When patients are not seen immediately or in a relatively short time they become confused and irritated as to why.  

Examples of comments on this issue …

“I expected to get some immediate attention, at least to relieve my pain and then not wait too long before seeing a doctor … I know you can wait hours in a place like this”

“I expected to go in quicker because I’m  in pain”

“my GP rang here, so they knew we were coming yet we still had to wait … the nurse here  said ‘Yes, I knew you were coming’  … we expected to come straight in (to a doctor)”

“I was expecting a bit of a wait, but not all night … not expecting to go straight in … but the GP said it was very important to come tonight to have a test done”

“the GP had rung through to say I was coming but it did not make a difference … I expected that it might make it quicker, perhaps jump triage as I’ve already been diagnosed”

“I’ve never been in ED before … thought I would go straight in, because I need to stay in … my GP talked over the phone to them”

“I knew there would be a wait … the first time I came there was a long wait … but because he (my child) is young, little and uncomfortable, I hope it won’t be too long … he is nervous.”

No mentions of time expectations:
17% (13).

Retrospective Levels of Satisfaction with Current ED Visit 

Fifty three (53) out of seventy six (76) patients gave permission to be telephoned a day or so after their most recent visit to the A&RMC ED, to determine retrospective levels of satisfaction with this experience.

Retrospective Levels of Satisfaction (n=53)

· Very Satisfied:
26% (14)

· Satisfied:
57% (30)

· Dissatisfied:
17%  ( 9)

Duration of Waiting Time before Being Seen by a Doctor:

Under 1 Hour:
32% (17)

Between 1-2 Hours:
19% (10)

Between 2-3 Hours:
26% (14)

Over 3 Hours:
11%  ( 6)

Left after 3 Hours:
  6%  ( 3)

Can’t Recall:
   


       6%  ( 3).

Typical very satisfied comments:

“I am really happy … they were really good … looked after me once I got in to see a doctor”


“excellent treatment”

“I didn’t mind waiting so long … it was good, very good … their treatment”

“I found them to be very efficient … able to answer any questions … they (the doctors) seem to go out on a limb for you.”

Fairly satisfied comments:

“I am fairly satisfied … it takes a long time repeating the story three or four times, tiring … but the hospital does its best … I’m not complaining … it’s just a long wait”

“satisfied with their treatment … but the wait was so long”

“it’s pretty slow in the examining area … I’m happy with the way it was handled … staff are friendly … they do a thorough job … but it’s just waiting around at the beginning”
“I’d say I am 70% satisfied … we weren’t sure who was treating her (the  mother) … three different people saw her”

“I was satisfied … compared to the horror stories I have heard, I was surprised how quickly we went through, but I have heard that breaks (fractures) do go through quite quickly … overall it was okay … just that Triage at the front, it was an hour before we even saw the triage nurse, just waiting in the queue … they should have more than one triage nurse station or should delegate jobs.”

Dissatisfied comments … 

“takes too long … servicemen are treated as numbers nowadays, no longer important … we (left) took him to the GP”  (Gold Card holder who left after waiting 3 hours)  

“the wait was too long … the nurse didn’t touch our little boy, the machine measured his temperature wrong … if it had measured it correctly we would’ve been seen much quicker”

“well, I asked why it was taking so long and the nurse said that it wasn’t a life threatening situation … if I go to hospital it is because I can’t go anywhere else …  don’t think it’s good enough, I’m sorry … I saw the other people that came in after me and went in before me … but I shouldn’t be left waiting all night … two to three people is okay, but there should be some sort of system to prevent all this waiting”  (Left after 3 hours)  

“not satisfied at all … for me just to come here means I’m sick …it is up to the doctors to establish the cause … they said nothing was wrong … they should try alternative means if they can’t tell what it is (my cough)”

“I’m not happy … my daughter is still sick … the fever never stopped but the doctors said there was no infection.”

5.6  Patient Views on Using

GP AHPMC Clinic vs A&RMC ED

To assess patients views on the likelihood of attending a GP Clinic based close to the A&RMC ED instead of being seen by ED medical personnel, patients were asked the following questions:

· For this visit … if there was a GP Clinic close to the Emergency Department for after hours service, how likely would you be to decide to see a GP instead of hospital doctors?   Why is that?

The aim of this question is to determine the main reasons for patient responses in an unprompted setting.

· For this visit, if you could be seen more quickly by a GP in a Clinic close to the Emergency Department … how likely would you be to see a GP instead of hospital doctors?   Why is that?

The aim of this prompted question is to determine whether or not a reduced waiting time has the potential to positively affect the likelihood of patients visiting a GP After Hours Clinic at the A&RMC ED.

· In future … should you require after hours service, under what circumstances, if any, would you consider / be happy seeing a GP in a Clinic close to the Emergency Department at this hospital?

· What is your opinion of the idea of having a GP Clinic close to the Emergency Department for after hours service where:

Likelihood of Seeing a GP

Likelihood Rating Scale:
· Definitely Likely   

· Very Likely    

· Not Very Likely   

· Not Likely   

· Depends.

The table below compares the unprompted and prompted predicted likelihood of patients choosing to see a GP instead of a hospital doctor.

These results suggest that only a very low percentage of patients attending the A&RMC ED after hours may be willing to see a GP instead of a hospital doctor.

Spontaneous Response



% Patient Response

Definitely Likely:



 

 8% (6)

Very Likely:




 

 8% (6)
Not Very Likely:



 

 5%  (4)

Not Likely:




 

55% (42)
Depends:






17% (13)
No Preference / Don’t Care:


  

  7% (5)

There are three (3) main reasons why patients would not choose to see a GP for this visit:  

· the wish / need to see a specialist 

· having seen a GP already 

· their records being held by the hospital doctors.  

Patients preferring to see a ‘hospital doctor’ also feel the hospital’s facilities are far greater than a GP’s surgery, therefore giving them a sense of security.

Patients who were undecided also spontaneously expressed concern as to whether a GP would be able to order X-rays, special tests and / or would have the same competence and authority as the hospital doctors.  

Definitely Likely Response Examples:

“think GP can gain better rapport with clients”
“with the hospital you can get any one of a number of doctors (so not important)”

“if I could get an appointment, yeah, go straight away.”

Very Likely Response Examples:

“the GP could decide whether I needed an x-ray or not”
“would see a GP … to get treatment.”

Not Likely Response Examples:

“I have a doctor close to me in factory where I work … the GP can say what the problem is but something has to be done (at the hospital) … so it’s not applicable in this case”

“don’t know if a GP could help this … it was done here (at A&RMC) so it can be fixed here”

“this is an emergency”

“I’m here to see a paediatric specialist”

“prefer to see a specialist … not a GP”

“already seen a GP … my x-rays have been taken already … I need specialist care”

“the GP referred me … I need special tests”

“some of them (GPs) I haven’t got a lot of faith in … my own one is fine”

“my own GP is good … he knows me … I trust him … always think of Clinics as not having very good GPs … don’t know why … just think that”

“unless he was exceptionally good … the last GP I went to was an idiot, an army doctor”

“I still prefer hospital doctors, due to nature of how and where my injury happened … all the facilities are here”

“my history is here (at A&RMC).”

Depends Response Examples:

“yeah, I’d see a GP if accessible, if they have got everything here … but if you’ve got a normal GP place they say … ‘Oh, I can’t handle that’ … and they send you to the hospital anyway … then why see a GP? … the hospital has got it all”

“I’d see a GP if it was quicker”

“I’d see a GP if they could order tests as needed”

“as long as the GP could order x-rays and had the same authority or more than doctors (in the hospital)”

“if the GP could give an x-ray I’d see a GP … but not if they could not”

“it depends, assuming the GP clinic was open 24 hours … depends on the amount of people waiting.”

No Preference / Don’t Care response examples …

“couldn’t care less as long as I’m treated”

“wouldn’t worry as long as I’m seeing someone.”

Likelihood of Seeing GP to Reduce ED Waiting Time

Prompted Response



% Patient Response

Definitely Likely:





14% (11)
Very Likely:






  9% ( 7)

Not Very Likely:





   -

Not Likely:






49% (37)

Depends:






26% (20)
No Preference / Don’t Care:



   
  1% ( 1)
As these results illustrate, reduced ED waiting time only marginally increased the predicted likelihood of the study sample seeing a GP for this current visit to the hospital:

· Without the prompt of reduced waiting time 55% of patients stated they would not be likely to see a GP instead of a hospital doctor.

· With the prompt of reduced waiting time 49% responded in the same way, with an increase of only 5% responding with a … definitely likely … to … very likely … prediction of seeing a GP instead of a hospital doctor.

Predicted Future Use of a GP Clinic Option

Results pertaining to predicted future use of a GP Clinic option, however, show a different picture, with 45% of patients responding positively.

The two (2) main reasons for predicted future use of this GP option relate directly to:

· reduced waiting time

· location convenience / habit to visit the A&RMC.

Predictions of Future Use of GP Clinic vs A&RMC ED

Predicted Future Use



% Patient Response

Yes:






 45% (34)
No: 






 24% (18)

Depends:





 29% (22)

Don’t Know:      




   3% ( 2)

Positive response examples …

“yes … it’s handy (at the A&RMC) …I’ve  been coming here since 1961”

“yeah, it would save sitting around for hours waiting in the hospital”

“yes, it would be good in a case like this … sometimes people sit here for ****, I’ve seen it … nothing better to do with their lives”

“yes, I’d see a GP or the hospital … it is just the same”

“if I knew there was a GP clinic and so close to hospital, yes I would see a GP … only go to doctor in an emergency though … great idea”

“this would be the closest place to go … so probably would see a GP”

“if it was close to the hospital and quicker than the ED I’d see a GP.”

Negative response examples …

“no … no matter how good a GP is, the hospital as all the facilities … only come here in an emergency anyway!”

“it’s not really close enough to home … happy with Health Monitor unless it’s major and then I  would come to the Emergency Department”

“no … probably wouldn’t … I’m very happy with our GP at the Medical Centre”

“no … I have my own GP”

“probably not … I live in Kew and would go to the medical centre locally operating After hours (if I needed a GP).”

Depends response examples …

“if I was bulk billed, yes … there is a private Clinic down the road from me and they don’t bulk bill … so I come here, it is a good hospital”

“all depends on how much I have to wait … good idea but depends if it’s going to become terribly crowded anyway”

“if it (the Clinic) had the same access (to tests, X-rays etc) … I think 24 hour Clinics are just there to swipe your card … on a money spin”

“as a last resort, yes … but only after trying other medical centres and GPs … for more serious incidents I would come straight to the Emergency Department”

“depends on what the Clinic’s reputation is … and the cause of the problem …  if I wanted to see specialist, I wouldn’t see GP.”

Overall Opinion of a GP Clinic Close to A&RMC ED 

The concept of a GP Clinic close to A&RMC ED clearly appeals to the majority of patients in the study sample.

Most share the opinion that it is … “a good idea” … if the GP:  

· sends consultation results direct to their own GP for his / her records

· could order tests / x-rays / etc, on the spot if required

· could refer patients to their own GP for follow up if necessary

· could access your hospital records.

For many patients one of the most appealing aspects of the GP Clinic concept is that it links the patient back to his or her own GP.

Individual comments in support of this statement …

“it’s a good idea, of course … because my family doctor should know everything that is wrong with me”

“I think it’s a really good idea actually … good to send results onto your own doctor … and at least nothing wrong can happen as it is at the Austin anyway …  gives security knowing the Emergency Department is nearby … you go to other Clinics and you don’t know who you’re getting”

“yeah, good idea … your GP needs to know what is going on with you … when my daughter was sick the hospital doctors sent the results to her GP”

“good to refer to your own doctor for follow up as I can’t understand some of the words … our own doctor speaks Italian and could explain it to us … we go to the doctor for little things”

“prefer not to come back for follow up and go to own local GP instead…”

“…think it’s good … if you need  x-rays and tests you can stay on or otherwise you can go home and see your GP the next day.”

In theory, this result could be considered a positive one.

In practice, examination of overall results suggests the majority of patients currently attending the A&RMC ED after hours seem unlikely to follow through on the … “good idea” … concept without a deal of persuasion or education about the difference between GP and hospital services.

In addition, and important to this research, the cost of services is highly likely to be a main patient decision making factor.   

In this research:

· Only 21% (16 out of 76) patients claim they would be prepared to pay for GP after hours services.

· Estimations of the amount(s) patients would be prepared to pay vary from $35 to $100  -  up to a few extravagant or non-specific amounts.

· Almost half the study sample are Health Care Card holders  -  and therefore expect not to pay.

Typical comments on cost …

“I think it is a good idea, very much so … I would pay … in Darwin they have a GP in the public hospital to access records etc … it costs $35-40 … rather pay that and have decent service”

“how much would I be prepared to pay?  Depends … when you think you are dying, dollars don’t come into it … bulk billing preferably”

“I don’t care how much I pay … as long as the child is fine and nothing is wrong that’s all I care … dollars are not an issue”

“I’d pay a $100 … people in Australia have it easy (compared to the U.K.)”

“I’m on a Gold Card so I wouldn’t be paying”

“the GP Clinic would have to bulk bill … I wouldn’t pay”

“I’m on a disability pension … couldn’t pay”

“depends how you feel at the time … a $1,000 to relieve the pain!”


The expectations of patients accessing the A&RMC ED after hours are that:

· they will be seen and treated by a hospital doctor  -  particularly if their GP has referred them to this treatment source

· they will be required to endure often lengthy waiting times.

In addition, and importantly, patients demonstrate a propensity to view hospital visits and GP visits differently:

· in a hospital setting they are comfortable seeing a doctor not previously known to them  

· in a General Practice setting they are most comfortable seeing a GP who is previously known to them.

Pertinent differences here are that: 

· hospital doctors are more often than not viewed as  ‘specialists’ who they trust are capable of undertaking complicated diagnoses, ‘special’ tests, and so on, just as hospitals are viewed as appropriate treatment sources for serious medical problems

· GPs in general are less likely to be viewed in the same way  

· the patient’s ‘own’ or known GP is more likely to be trusted to understand the individual’s needs, treat where necessary, and refer on where necessary. 

Within this context it is not surprising that research responses are not high, when it comes to the alternative ED option of accessing a GP Clinic to reduce waiting times.

This observation does not mean, however, that patients would not be willing to access a GP Clinic per se.  

What it does mean is that levels of willingness could be predicted to increase substantially should the patient’s known GP refer him or her to the After Hours GP Clinic rather than the hospital.

That is, there would be a need for local GPs to actively demonstrate to their patients that they support a GP Clinic, in order for patients’ expectations to be changed and to engender patient trust in a GP endorsed AHPMC alternative. 

This conclusion is in part supported by input from the Division’s Consumer Reference Group.

6. Views of Consumers on AHPMC

Government 2001 Trial Workshop Information on AHPMC

The following excerpts are taken from the ‘After Hours Primary Medical Care National Workshop’ Beyond the Trials Proceedings Report March 2001.

To quote:

· It is generally acknowledged that many people access hospital Emergency Departments After Hours due to lack of other options  -  in a number of cases this does not represent an appropriate use of ED services and infrastructure.

In this context, After Hours care was identified as an area requiring development to address:

· fragmentation in service provision;

· the inappropriate use of services;

· inadequate communication links;

· limited continuity of service;

· changing attitudes of service providers and consumers; and

· remuneration and funding issues.

· From a consumer preference model, an acceptable AHPMC service would be considered one where:

· treatment is free;

· a 30 minute wait is acceptable;

· treatment will be at the GP’s surgery or a hospital Clinic, the person treating   will have at least three years experience, be known to you or a hospital doctor;

· pharmacy facilities will be available;

· in order for the Government to fund this service, there will be no increase in the Medicare levy.

NEVDGP Consumer Reference Group Views

Valuable input into this research was put forward by the NEVDGP Consumer Reference Group on two (2) separate occasions:

· one (1) at a meeting to discuss the AHPMC needs of consumers in the North East Valley Division area

· two (2) via written communication from individual Members of the Group to the Division following their careful consideration of relevant issues.

Issues highlighted by individuals in the Group:

· Any After Hours Primary Care service needs to stay as local as possible, even if it involves a cost.

· Local knowledge of patients and of the area is important.

· The family GP cannot be open 24 hours a day  -  alternate venues for treatment are important.

· The community does not know of available after hours services  -  therefore there is a need to publicise this information.

· The ED should be accessed for Emergencies only.

· Phone payments are acceptable if the patient has a ‘real’ emergency  -  such payments would help weed out non-genuine cases.

· Non-Health Car Card holders with a capacity to pay for after hours service, should pay a fee.

· It is acceptable for GPs to use hospital Eds (by way of an AHPMC GP Clinic).

· The treating doctor (Locum or ED) should refer patients back to their normal GPs.

· An AHPMC GP Clinic or service needs to provide for the handling of difficult patients who may be confused through illness, religion, language and / or disability.

· An AHPMC GP Clinic or service needs to be a secure facility. 

As is evident throughout this report, in the main the views of the Division’s Consumer Reference Group mirror those put forward by other key contributors to the research.

7. A&RMC ED Triage Staff

Views on an AHPMC GP Clinic
Introduction

In order to gain an understanding of the views of triage staff at the A&RMC ED about the establishment of an After Hours GP Clinic close to the ED, interviews were conducted with three (3) triage staff members.

To support the validity of findings, relevant results of interviews with seventeen (17) A&RMC ED triage nurses documented in the March 1999 NEVDGP and A&RMC GP Emergency Program Report by Elizabeth Branigan have been incorporated into this document.

Overall Views on a GP Clinic Close to the ED

As evidenced below the overall views of triage staff on the establishment of an After Hours GP Clinic located in close proximity to the A&RMC ED are subject to some variance:

· “A great idea”  -  communicating to patients attending the A&RMC ED that the hospital cares about them / is responsive to their needs  -  has the potential to eradicate the ‘them versus us’ mentality. 

· “A good idea”  -  easy to refer patients to a convenient site in close proximity / walking distance of the ED.

· “The concept won’t work”  -  we already refer patients attending the ED to GPs and the preference of most is to wait to see a hospital doctor.

Potential pitfalls identified by triage staff:

· A relatively high proportion of patients currently visiting the ED are believed to be partially motivated by the provision of a free hospital service.

· Patients may not be willing to pay to see a GP  -  preferring to wait for a free consultation.

· If patients have to wait lengthy periods of two (2) hours or so in the GP Clinic, in addition to paying for this service, they may well prefer to wait up to six (6) hours for a non-paying consultation in the ED. 

· A proportion of patients attending the ED have already been referred to this treatment source by a GP.

This potential pitfall was also identified in the 2001-2002 After Hours Patient Survey at the A&RMC ED where 37% of patients were referred to the ED by GPs  -  a figure supported in the March 1999 NEVDGP and A&RMC GP Emergency Care Program report by Elizabeth Branigan, who found 38% (38 out of 100) patients had been referred to the ED by GPs.

· A proportion of GP referrals to the ED are unnecessary and / or request a second opinion  -  raising the question of whether GPs would alter their referral patterns in the future in the event of an After Hours GP Clinic being established at the hospital.

· Some patients tend to view the hospital as their main or only source of medical treatment both within and outside GP surgery opening hours  -  many with their medical records held at the hospital.

· The current hospital policy at the A&RMC ED is not to turn patients away  -  raising not just the issue of a possible need to change policy, but also to ensure all triage staff adhere to the policy protocol.

The last point is particularly important since it pertains directly to the propensity of triage staff to currently behave in different ways when it comes to referring patients elsewhere during busy periods.

Of two (2) staff members interviewed:

· One (1) is inconsistent in referring patients elsewhere, to a private hospital or GP After Hours Clinic  -  tending to do this more often when the ED is not busy, or it is not time consuming to telephone a GP Clinic for availability, and less often when the phone line for the Clinic in question is busy at the time.

· The other frequently offers patients alterative options when the ED is busy, such as the Heart Monitor, GP Clinics  -   claiming this is a practice followed by other triage nurses at the A&RMC, and that about 40% of all patients take up this option.

The third member operates entirely differently, adhering to hospital policy not to turn patients away.

When the ED is busy and long waits are expected, this triage staff member most usually explains to patients at the triage desk that if they are (really) sick they will be seen more quickly, but if they are not the wait could be long. 

In the event of offering patients alternative options, this staff member informs them that they should be aware: 

· if it’s busy at the A&RMC ED it could be busy elsewhere and therefore it is wise to phone first

· of an upfront fee and additional costs which might occur elsewhere.

Current methods and different approaches adopted by different triage staff clearly have implications on ensuring a uniform approach to referring patients from the ED to a GP Clinic.

This suggests the hospital and the GP Clinic would need to work closely together to determine a protocol that could be easily followed and adhered to by all staff, particularly in busy periods.

It also raises the question of how triage staff currently:

· triage patients into the different categories

· decide who, if anyone, in category 4 may in fact still need to be seen as a T3  eg. asthmatics

· decide who, if anyone, in categories 4 & 5 should be placed ahead of others in the waiting queue.

Triage Approach & ED-GP Referral Process

Of necessity triage staff follow the Australian National Code of Triage, in addition to making assessments such as respiratory function and neurological function where possible.

When patients are accompanied by family members, have a GP referral and / or previous records at the hospital, additional information is sourced to assist in the assessment process.

Assessments are of necessity short in duration and rely on the ability of the staff member to make observations, such as the amount of pain the patient may be experiencing, vital signs, whether patients have swollen ankles, knees or other problems not volunteered by them at the time of presentation.

In this small study sample there are no significant differences apparent in the way individuals approach the triage process.

This finding is, in part, supported by the March 1999 report by Elizabeth Branigan who states …

“Triage nurses categorised patients in slightly different ways in accordance with their levels of experience and personal sympathies. Although there was not a large distinction made, some nurses were more likely to categorise patients at the extreme of the blue category (T4) as green (T3) or white (T5), whilst others coded all such patients uniformly as blue (T4).”
The most likely patients to be moved to a higher triage category are those the individual staff member feels is going to deteriorate over time, whilst waiting to be seen by a doctor.
This ‘shifting’ of  priorities has potential implications on referrals from the ED to a GP Clinic.

For example:

· where patients are moved into a higher category, the individual staff member may or may not consider them to be suitable primary care patients

· the same may well apply to the old and infirm.

Difficulties some triage staff experienced in determining which patients were suitable to be referred from the ED to a GP and which were not, are documented in the March 1999 report by Elizabeth Branigan.

To quote …

“Another complication in the implementation of referral procedure was that various triage nurses found it extremely difficult to “send a patient away”.  One commented that it was hard to make a decision to refer a patient out, as patients don’t offer enough information when they present at the window to allow nurses to make a proper diagnosis.  Another stated that even if they could make such a diagnosis, it was then very difficult to convince patients that they were less ill than they perceived themselves to be.  

One said that even if patients presented with a seemingly simple issue such as medication that needs adjusting it was still a hard call to send them away.  Still another felt that once patients were in the hospital it was “inappropriate” to send them away, especially if the wait was short, as it would cause them too much pain and inconvenience.”

Reluctance to turn patients away from the ED can also be influenced by concerns that a patient assessed as suitable to attend a GP Clinic may in fact have more serious problems not able to be identified during triage assessment.

This again highlights the need for a protocol to be developed and adhered to by triage staff for any ED-GP Clinic referral process to be successful. 

Without such a development triage staff are likely to feel their role or role responsibility has been extended, or perhaps compromised.

Specific individual comments on current ED presentations …

“the T5’s … 20% have already been seen by a GP … and you get comments (now) from these patients such as … I don’t want to bother the  GP with this … don’t like my GP … I trust the Austin … I have a Gold Card”

“the majority of patients (who come to the ED) want to see a hospital doctor … even now people prefer a hospital doctor, that’s why they come here … I offer them the alternative of going to a GP clinic, I tell them it’s not life threatening, not an Emergency Department problem … but no, they want to see a doctor here … the idea (of a GP Clinic) would be good if patients would go, but the majority don’t want to go elsewhere … those who need sutures and x-rays would love it”

“I feel fine referring to patients to medical centres … you wouldn’t refer someone who needs to be here … we are an Emergency Department … if it’s chronic you can live with it a little longer … with GP referrals … most of the time the GP could sort out the patient appointment, they don’t need to come here … sometimes they have diagnosed or even treated the patient already and then sent them in”

“a lot of people (patients) seem to put great intent about having their history here, even if it’s got nothing to do with the problem they have come about … this is perplexing because if they want someone who knows their condition ‘intimately’ and if they want some continuity of care, the last place is the ED …even though the medical officers are well trained, they cannot take the place of a General Practitioner who know you well”

“with GP referrals … the majority, 60% aren’t warranted, they should be an outpatient … like the man last night had to wait 4 hours to be seen for a rash he has had for 3 months … he could’ve seen a dermatologist”

“on hospital doctors versus General Practitioners … (from the patient’s perspective) it is hard to make a general statement … some (patients) come here because of choice, some see a senior doctor, but on the whole people are just relatively happy to see the health system … some are indignant if you give them an alternative choice as if we are trying to get out of treating them … when making an informed decision they come here because of free health, they don’t have to make an appointment and they don’t believe their doctor (GP) has the ability to treat more than a cold and flu.”


Whereas the concept of an After Hours GP Clinic located in close proximity to the A&RMC ED may appeal to triage staff in theory, in practice, there are a number of issues that would need addressing to maximise the success of the ED-GP Clinic referral process.

Questions for triage staff in deciding which patients to refer on to a GP Clinic could be predicted to include the following: 

· How can I fulfil my role to provide the ED patients with the best care by redirecting them?

· How much time do I devote to informing patients of the GP Clinic alternative, particularly when the ED is busy?

· What do I do when an informed patient wants to know how long he or she will wait at the GP Clinic / how much, if anything, it will cost at this Clinic?

· How do I reassure patients who are reluctant to see a GP /  who view the A&RMC as their main or only source of medical treatment?

· What do I do about patients already referred to the ED by a GP? 

Key decision makers from the A&RMC ED and the GP Clinic would need to work closely together to determine a protocol that could adequately answer such questions, be easily followed, and adhered to by all triage staff, particularly in busy periods.

8. GP Focus Discussion Groups

Introduction
As a follow-up to the GP Survey two (2) focus group discussions were held with a total of sixteen (16) GPs in March 2002.

GP group discussions focussed on full exploration of:

· Patients’ use of and attitudes and behaviours toward currently available after hours GP services in the North East Valley area:

· what’s available / accessible to these patients now 

· meeting actual need versus catering to patient expectations leading to inappropriate use by patients of current after hours GP services 

· GPs’ attitudes toward their role in the provision of primary health care.
· The meaning of main results of the GP Survey conducted in the area among 300 GP members of the NEVDG in January-February 2002:

· GPs views on how well their individual practices adequately meet their After Hours Primary Care needs

· level of interest shown by GPs in participating in the Survey / participating in subsequent focus group discussions on After Hours Primary Care

· level of support demonstrated by GPs in actually participating in an After Hours Primary Care Clinic.

· The viability / feasibility of an After Hours Primary Medical Care (AHPMC) GP Clinic situated adjacent or close to the A&RMC ED.

· The potential implications of results of the Patient Survey conducted at the A&RMC ED in January-February 2002 on an AHPMC GP Clinic based at the A&RMC:

· % of patients visiting this ED by referral source

· patient perceptions of the difference between visiting an ED hospital doctor and a GP based at the ED.

GPs carefully digested and examined each of the areas of focus in group discussions, raising additional issues they felt were important to them in primarily determining a need for improved AHPMC in the North East Valley area.

8.1 Need for Improved AHPMC via a GP Clinic – GP Focus Groups

GPs in the groups were of the opinion:

· it is difficult for GPs to adequately cover after hours care 24 hours a day

· there can be a long waiting time for patients to be visited at home by a GP / by a Locum  -  up to 5 to 7 hours

· Locum services do not adequately meet the needs of their patients  -  given the long wait for home visits, both after hours and during surgery hours.

Within this context, it was initially concluded by GPs in the groups that total after hours service could perhaps be improved to provide better care for patients in the area.

However, in further discussion GPs established that:

· from a personal practice level, individual GPs are likely to feel their patients’ after hours needs are adequately catered for  - as evidenced by 73% of the 108 GPs contributing to the GP Survey
· individually GPs in the groups do not receive complaints or negative feedback from their patients about after hours service provisions currently offered by them

· individual practices have their own after hours service via Deputising Services, rostered GPs, extended hours 

· urgent cases can and do visit the A&RMC ED  -  very ill patients are catered for by ambulance services and the hospital ED.

In addition, and importantly, the consensus of opinion by GPs was that:

· only around 10% of calls for after hours GP service, including services provided by Locums, actually require immediate medical attention  -  the majority should or could wait until surgery opens the following day

· many patients are reluctant or unwilling to pay for after hours service  -  often deciding to wait to attend a GP / their own GP during surgery hours the next day, rather than pay a consultation fee of $30 or more.

The consensus of opinion here was that perhaps current use of and attitudes toward after hours GP services does not demonstrate a need for service improvement, but rather a need for patient / consumer education on inappropriate versus appropriate use of such services.

Inappropriate Use of After Hours GP Services & GP Role

A concern expressed by GPs is the propensity of a high proportion of patients to use after hours service for convenience rather than for emergency medical treatment or advice, particularly where bulk billing is operative.

In this discussion GPs agreed their role is one that aims to provide adequate after hours primary care to meet … a medical need … not one that caters to … convenience store mentality.

Individual comments on convenience versus need …

“it’s a very interesting point that is raised and when we have this discussion and talk about providing After Hours Care, what type of patient are talking about? … obviously the very ill patients who can find their way to a hospital casualty via an ambulance are catered for in that sense … then you have the sort of patients who may not be particularly sick at all but don’t know it or have a semi-acute problem that can wait till the next day … and are they being compromised by us (GPs) not being available to see them that night or not, I don’t know … I think there is that real issue, in a sense do we need, is there a need? … the problems are that, if you structure it as a bulk billing clinic then you are going to get rubbish, if you charge a lot these patients that are a little bit sick may defer it rather than pay that money till the next day to see their own doctor anyway and may be prepared to accept that they are not sick after all … so it begs the question”

“they (patients) may be going to an After Hours Clinic not because of their illness but by being dictated by their work hours, which is not what we are about”

“we recently had a practice talk about how we were going to open because we were previously open till about  7pm – 7.30pm every evening … and as for example tonight, I started at 12noon and worked through till 7pm, it was very quiet all day and from 5 till 7 flat out … people coming home from work and I guess we have decide are we there for convenience, should we be opening later … but then if we open later when does it end … and then will people come later and later … a lot of them will have tea first if we are open till 9pm so then you will be busy from 8 until 9 instead, and seeing nothing between 6 –7”

“on the whole when people ring me up after hours, if they’re sick enough that they think you need to come out to see them, they are sick enough to get an ambulance”

“well in society in general, you can do groceries at 2 in the morning on your way home from dinner and the movies and whatever else … society has come to expect that you can get anything you want 24 hours a day, you can do your internet banking, your telephone banking, you can do Christmas shopping at 3 in the morning if you want to”

“I reckon for the majority of patients the service is out there … there is an ambulance if you are in an emergency … and if you’ve got cancer, you’re terminal … most of those patients have a GP that they have been with for a long time and that GP, I mean I know I would be quite happy to go out to a terminal patient in the middle of the night if that was necessary … because it’s a completely different thing then seeing a kid with an ear ache or you know seeing someone with gastro or something like that (who can wait till the next day)”

“I work in Brunswick and there are two doctors, one Egyptian and one Greek …   they do only home visits because the main stay of the community, you’ve got people … they want you to come to them because they don’t want the bother to go out”

“the community has changed in its view in relation to the emergency services and now I’m talking about a suburban setting, like this area … the convenience stuff, all the sort of semi-emergency stuff that sort of fits in after you’ve closed your surgery doors and it’s not time to go to bed yet … that’s all changed a bit too, as we see it … I think patients are using all of us in a very different way from the way they used to use us … they will conveniently pop in somewhere on the way home because there’s a familiar place and they will just pop in because they’ve got a sore throat.”

GPs in the groups cited different methods adopted by them or their colleagues in attempts to reduce the volume of perceived inappropriate use of after hours service:

· implementing a phone-in system, whereby patients can talk with a GP after hours, for a fee of $15, automatically charged to the caller’s telephone account

· ceasing to bulk bill for home visits within and after surgery opening hours  -  imposing a fee of $35 or more

· opening at earlier hours in the morning to cater for ‘convenience’ before 9am patient visits to the surgery.

Each of these methods is seen to have successfully reduced the volume of calls or requests by patients for after hours care.

GPs in the group associated a reduction in volume of after hours patient calls with a reduction in inappropriate use of after hours GP service.

The rationale for this association is that when a fee is imposed for out of surgery hours medical attention many patients decide their individual problem can wait  -  that it is not urgent after all.

Alternatively, patients unwilling to pay a fee are willing to trade dollars for time  ie. opting instead to go to the hospital ED rather than be visited at home by a GP or Locum service.

Typical comments on this issue … 

“once I stopped bulk billing … I didn’t get as many calls for after hours service … I don’t refuse house calls … but I don’t get many any more or the patient comes to me … to the surgery in the next half an hour”

“one of the practices in Diamond Creek has a phone in system, when you ring the GP after hours there is a message that says … ‘the GP will certainly be willing to talk to you, but a bill of $15 will be put onto your phone bill’ … as a result they get virtually no calls since then”

“… exactly, I agree totally (that many patients use out of surgery hours services inappropriately)… when I was working in Lalor … I would do on average five home visits in a lunch hour … I would run from house to house to house and 90% of those patients did not need a home visit … and almost in every case there were 2 or 3 cars in the driveway and a couple of people who could have brought them down to the surgery … you got there and it was pouring with rain or it was stinking hot and you’ve been running from one house to the other and you’d be thinking … ‘why I am doing this?’ … it’s just ridiculous”

“in the past we’d be on for the weekends and the number of times we’d get a phone call at two in the morning and someone on the other end saying … ‘oh, is that a doctor? Thank God we’ve finally found one, you know little Johnny’s sick and feverish and vomiting and we would really like you to come and see him’ …  once I’d established that they were in my area and I say … ‘well look, I’ll come out, I’m happy to see you but if you are not on the pension it’s going to cost you x y z’ … (typical reply) … ‘oh we’ll see how he goes thank you very much’ … that little Johnny is vomiting isn’t so important after all if it’s going to cost them $30 out of pocket.”

In discussion about patient expectations of after hours GP service versus after hours ED service, the groups established that:

· patients expect to wait a long time at a hospital Emergency Department (ED)  -  but not for a home visit  -  preferring to attend a hospital ED when the wait for a home visit is seen to be too long.

On one hand this finding suggested to GPs that patient expectations, in terms of speed of service delivery, are higher for General Practice than they are for the hospital ED.

On the other hand, individual GPs in the group noted that:

· patients may prefer to wait in a hospital environment rather than at home to feel more ‘secure’ / to feel they have taken some form of positive action in obtaining medical help

· some patients may expect to be seen more quickly at a hospital than at home due to the GP offering a choice between a … lengthy wait for a home visit … and … a trip to the hospital.

8.2 Discussing GP Survey Results

- GP Focus Groups

GPs in the groups discussed at length the meaning of the main GP AHPMC Survey results, in terms of assisting to identify a need for improved after hours primary care in the North East Valley.

Presented with the result that 108 out of 300 (36%) responded to the survey, GPs debated heavily whether or not this level of response demonstrates: 

· a sufficiently high level of interest by General Practitioners in the area in changing current after hours care provisions

· a strong need and / or identification by GPs, for a better or improved after hours care by way of a GP Clinic or Cooperative.

In discussion about why the response rate was not higher, some GPs in the groups put forward a number of different views:

· GPs are too busy to respond to surveys (of any kind)

· a high proportion of GPs may have been on holidays at the time of the survey

· a higher response rate may have been achieved if GPs were followed up to prompt survey participation

· female GPs are more likely to work part-time or have other time commitments  -  with the result this GP population (40% of GPs in the North East Valley area) would not be interested in after hours work.

Some initially held the view a 36% response rate was … good.  

Some disagreed or were not sure that a 1 in 3 response rate could be accepted as indicative of GPs in the area identifying a need for improvement.

The groups were then exposed to the survey result that:

· 79 out of 108 (73%) GPs responding, agreed with the statement … My practice adequately meets the after-hours primary medical care needs of my patients (via Locum, on-call, extended hours).

· 74 out of 108 (69%) … Support in principal the establishment of a GP run After Hours Clinic providing after-hours primary medical care.

· 37 out of 108 (34%) … Would consider participating on a paid roster basis in a GP run After Hours Clinic.

GPs in the groups were also informed that 14 out of 108 responding to the GP AHPMC Survey had indicated they … would be interested in being part of a focus group to explore further the feasibility of a GP run and staffed After Hours Clinic.

These findings, coupled with the fact there was a 36% response rate to the GP Survey, led to spontaneous group discussion about: 

· Northern Hospital’s After Hours GP Clinic attached to the hospital’s Accident & Emergency Department, initially set up at PANCH (Preston & Northcote Children’s Hospital)  -  no longer in operation due to insufficient numbers of GPs being willing to staff the Clinic after hours  -  where GPs were remunerated according to the number of bulk billed patients seen.

· A GP Survey run in the Diamond Valley area some time ago that showed GPs in the area were in favour of the establishment of an After Hours GP Clinic  -  but lacked sufficient staffing / participation support to get off the ground.

· The currently operating Epworth After Hours GP Clinic located near this Private hospital’s ED  -  where GPs are paid an hourly rate.

· The currently operating After Hours GP Clinic initially set up at Mitcham Private hospital, now operating at Bellbird Private  -  where GPs are also paid an hourly rate.

Questions then raised and debated by GPs in the groups:

· Does the NEVDGP GP Survey response rate and level of interest in participating in an After Hours GP Clinic:

· establish that GPs in the area feel there is a need for improved after hours service?

· demonstrate sufficient support to indicate that an After Hours GP Clinic should be set up in the area?

· demonstrate sufficient support to indicate that sufficient numbers of GPs in the area would be willing to staff an After Hours GP Clinic?

· Do GPs actually want to work longer hours than they do currently?

· How could / would GPs be remunerated for servicing an After Hours Clinic  -  particularly if patients were bulk billed?

After debating each of these issues in depth, GPs, with only a couple of exceptions, agreed among themselves that:

· results of the GP Survey provide little evidence to show that General Practitioners in the North East Valley area feel a need for establish an After Hours GP Clinic

· results of the GP Survey do not indicate there would be sufficient numbers of GPs actually willing to work in an After Hours GP Clinic   

· GPs do not want to work longer hours  -  a perception supported by individual attitudes to working longer hours than they do currently

· individually they would not be willing to work in an After Hours GP Clinic  -  nor do they individually feel their current after hours service is inadequate to meet their patients needs

· GPs who may be willing to work in an established after hours primary medical care service would expect or want to be remunerated on an hourly basis and, 

bulk billing has shown in other instances to be unable to generate sufficient income for such remuneration,

past and current experience has shown that a high proportion of patients are not prepared or willing to pay for after hours GP services.

· If the service operates on bulk billing, the After Hours GP Clinic is highly likely to attract patients using it inappropriately  -  encouraging ‘convenience shoppers’.

Individual comments of perceived lack of interest in participating an After Hours Clinic by GPs in the North East Valley area …

“you know GPs have been having this sort of discussion over many years … if you think about it we wouldn’t need to have this discussion if there had been a sensible, connected perception that this was a necessary thing … if the doctors out there had said … ‘Oh look you know we need to do this’ … they would’ve done it”

“they (GPs in the area) are not really turned on by the issue … I mean if it was a burning issue people would come out in droves (to the group discussion)”

“I can tell you where you can make a burning issue though, if you went and surveyed the after hours requirements of the doctors say in Kiabra, a 100% of them are in there because they are all involved, they are totally involved in the whole exercise (unlike GPs in the North East Valley area)”

“the ones (64% of GPs) who didn’t respond (to the GP AHPMC Survey) would be more likely to be the ones that think there isn’t a need … because if they thought there was a need they would have responded to your questionnaire … so I think unless you can get a better response from the doctors the overall opinion is not necessarily good”

“the figures that you have shown (from GP Survey) … there does not appear to be a need”

“I think it could be a minor issue … I mean I think a lot of people like we said tonight don’t individually have much of a problem … we don’t recognise the problem ourselves”

“the reason the Bellbird one works is because each clinic says ‘We are affiliated with that After Hour Clinic’ …that’s what I’m saying if you don’t get the GP support it’s very difficult to get off the ground”

“in Mitcham there was 60 doctors on the list who were willing to be rostered to work in a clinic … the patients were referred there by each of the practices … in this division the response rate you got is such I don’t think you will be able to set it up anyway”

“(for NEVDGP GP Survey) but the rostered participants … there it comes … nobody wants to do it themselves …”

“34% (response rate) … no they don’t.”

8.3  AHPMC GP Clinic Located

Close to A&RMC ED

-  GP Focus Groups

In discussion about an AHPMC service model located close to the A&RMC ED, GPs in the groups focussed on a number of issues they feel are important:

· remuneration for GPs providing the service

· the need to define what ‘after hours’ means

· how the ED – GP referral system would work

· the number of ED patients that could be expected to be referred from the ED 

· the number of patients that could be expected to be referred by GPs in the area 

· the propensity of patients to use an AHPMC GP Clinic inappropriately.

On Remuneration 

GPs in the groups were of the opinion: 

· GPs would not be willing to work after hours without remuneration above that currently provided under Medicare rebates 

· any AHPMC GP Clinic could not or would not be financially viable if patients were bulk billed, unless the Clinic was subsidised by the Government to ensure GPs were paid an adequate hourly rate.

Individual comments on remuneration …

“the reality is there isn’t a buck in it, and every time doctors’ co-ops of one sort of another have been tried … and I’ve seen these been tried over forty years now, they fall in a heap …now they fall in the heap mainly because the economics of it just don’t add up”

“it’s quite clear that to get a better service someone is going to have to pay … whether it’s Government or the patient or whoever … that’s the only way that will improve services … is if someone actually pays”

“you either pay in time or money and if someone is urgent and they need to be seen now after their doctor’s hours … then what is the problem in paying a certain amount on top of the Medicare rebate?”

“we ran an After Hours Clinic some time ago … the solution wasn’t that practical because we used to spend lots of time always with complicated cases … it’s not worth the money because the doctors got 50% and gave 50% to the Clinic”  

“and if you were paying doctors $200 a visit after hours there would be no problem … there would be no problem getting a doctor (now) after hours but no one wants to pay for the service and until somebody does the service won’t be there”

“somehow you have to get the appropriate funding …under the current system if the perception is political or hospital that all patients here have to be bulk billed and there is no funding support from anywhere else … there is no financial viability … needs funding support  because otherwise it will just blow up in your face.”

Defining After Hours

GPs in both groups experienced difficulty defining what the expression ‘after hours’ actually means - given that surgery opening hours are different for different practices.

In attempting to define ‘after hours’ many used their own practices as a benchmark, concluding that ‘after hours service’ means any time when the surgery is not usually open.

Within this context: 

· after hours for a few does not include Saturday afternoons or Sunday mornings and / or afternoons, since their surgeries open at different times on the weekend

· after hours can also refer to weeknights after 7pm or 8pm or later, depending upon when the surgery is normally scheduled to close.

In general, however, GPs cited Saturdays, Sundays and long weekends as a time when:

· most Clinics would be closed in the North East Valley area

· there may be a need for improved patient access to GP provided services, in particular for,

patients with weekend sports injuries,

parents with young children,

patients requiring x-rays / pathology / ancillary services.

It seems that many patients with sporting injuries and / or those requiring ancillary services are currently referred by GPs to the A&RMC ED on weekends.

Thus a GP Clinic open on weekends and situated at the hospital is viewed as one with potential to take a load off ED staff.

Typical comments on current A&RMC ED referrals on weekends …

“you can’t wait for long weekends, you send them in … it’s the only place to get it (at that time)”

“yes … particularly if it’s something like an x-ray”

“I appreciate that … I send them in for ancillary services on weekends”

“yeah, sporting injury or something on a weekend … you say well look we’re a General Practice … you’ve got to get an x-ray and where can I get it today? … so you send them to the hospital.”

Individual comments on after hours service on Saturdays, Sundays, and long weekends …

“we run a Sunday clinic, Saturday and Sunday mornings … and a lot of practices around our area have shut on Sundays … so we get a whole load of new patients on Sundays that come from other Clinics because they know we are open … but that’s not really counted as after hours …. that’s what our Clinic runs as normal hours but for other Clinics it’s out of hours”

“Saturday afternoon, Sunday service I can see having a place because we used to open Sunday mornings for a couple of hours and you would see a lot of kids with sore throats and red ears … the parents would come in and say ‘look if it had happened tonight’ we would’ve waited until the morning, but it’s too long to wait from Saturday afternoon until Monday, so we came in Sunday’ … now, that’s fair enough … it’s perfectly fair and reasonable … and that would be the sort of patient you would want coming to this sort of Clinic”

“I think the problem is that we haven’t established what after hours is … I think there is a need for perhaps Saturday morning and Sunday morning Clinics for the average patients with kids with earaches etc who can’t wait say from Friday till Monday … but I don’t think there is a need for late night and in the middle of the night care in general … apart from that very, very small proportion of people who are terminally ill and require that sort of service … and in general cases the GP is more than happy to go out to those patients and so that is already covered so no I don’t think there is a need … not for mid-week services”

“I agree entirely, I think most patients are medically covered well and truly … I think you are catering to convenience factor more than anything else (mid-week)”

“we decided not to open Sundays because the other doctors didn’t want to make themselves available and that was the only reason … but (before when we did open on Sundays) there was this steady stream of patients”

“we have a Sunday service that is open from 10 till however long … we charge even pensioners, we charge and we only see emergencies.”

ED – GP Referral Process

Main questions posed by GPs in relation to a GP Clinic catering for patients attending the A&RMC ED:

· How would the patient referral process work? 

Would hospital staff bother to let patients know they could be seen more quickly by a GP?

Would hospital staff prefer to keep patients for themselves to make hospital numbers look good?

· Who would be responsible for communicating consultation details back to the patient’s own GP  -  the GP Clinic or hospital staff?

· Would GPs have the same access as hospital staff to the same notes, access to  hospital records?

· Would GPs be able to order x-rays, access ancillary services?

· Who is going to pay for the costs of pulling out medical records, who is going to pay for the triage nurse costs  eg. if they are triaging 80% of the GP Clinic and 20% of Casualty patients?

· Would patients be willing to see a GP instead of a hospital doctor?

Individual GPs in the group cited difficulties with ED – GP referral processes they had heard about or perceived to be pertinent to AHPMC GP Clinics in different areas in metropolitan Melbourne.

Difficulties here pertain directly to hospital staff not being willing to refer patients on to GPs.

Individual quotes …

“I spoke to the doctor who is actually on, who’s a staff member who actually does legal issues for the GPs in the Emergency Department (at Epworth) … well it’s an interesting point that the doctor made that works in the GP Clinic, they occasionally will have a 3 or 4 hour waiting list … people who are triaged as a low priority, they don’t get told … they are waiting for 4 hours, sometimes it has got that busy … they have to go up and ask, ‘How long do I have to wait? Do I have to wait this much longer?  Is there somewhere else to go?’ and then they are told about the GP Clinic”

“when it (After Hours Clinic) was being run at PANCH itself, it was run in this little dark room stuck in a back corridor with no facilities, no nurse, there was nothing … you weren’t allowed to do any investigations … it was a terrible set up and the hospital had a policy that they tried to get as many people in as possible … you remember they had a big sign saying ‘10,000 patients this week’ … the whole philosophy was to try and cream stuff away from GPs and into the hospital for the greater glory of the management”

“I’m not sure that patients will get told there’s the GP thing or there’s the GP After Hours Clinic (near the ED) … and there’s not much communication I think.”

Communicating consultation details back to the patient’s own GP is an issue raised by a number of individuals as something that would clearly need to be addressed somewhere in the referral process.

Access by GPs to hospital records is also seen to be an important issue to address, given that a proportion of GP patients will have attended the A&RMC ED in the past, have been recently hospitalised and / or most usually attend the ED for all or most of their medical problems.

Should GPs be unable to order x-rays / access ancillary services direct, the referral process is viewed as one that would waste both the patient’s and the GP’s time, defeating the purpose of the patient supposedly being seen more quickly.

On the issue of costs, GPs were unsure who would be responsible.  If the GP Clinic needed to be responsible for paying for triage nursing time, then the need for funding becomes an even bigger issue than remuneration of doctors alone, similarly for consumables.

Would Patients be Willing to See a GP?

A few doctors in the groups thought not.  Others were not sure.

Only the minority thought patients would be willing to be seen by a GP if the waiting time in the ED was reduced.

Main reasons why GPs felt a proportion of patients presenting at the ED would not be willing to be seen by a GP:

· a lot of people have a good, long history of using the Emergency Department, with the result they are likely to view hospital staff as ‘their doctor(s)’

· some may have already seen a GP / been referred to the ED by a GP, with the result they expect or want to be seen by someone from the hospital

· some patients may not be willing to see a GP they cannot identify with, preferring their own GP or alternatively a hospital doctor.

Individual views …

“some of the patients attending the hospitals for a couple of things … start, say with one of the kids with a major illness or something and they start to go there …  they get used to the hospital, for all the other children even if it’s a cold or something they go and wait at the Emergency Department or go and use outpatients”

“I think … yes, there are lots of people who still have to use emergency and then there are those using emergency perhaps as a General Practice”

“it depends on the patient himself and his condition for his attitude … so those people with a chronic condition they don’t want to see another GP”

“patients might be willing to see their own GP … but not one they don’t know …”

Exposure to the main reasons why the high majority of patients in the Patient Survey predict they would not be likely to see a GP instead of a hospital doctor tended to strengthen these views.

Survey examples of patients’ main reasons:

“I’ve already been treated at this hospital for this problem”

“my history is here”

“they … the hospital doctors know about me”

“don’t know if a GP could help … it was done here so it can be fixed here”

“I’ve already been to a GP and he tried everything…very thorough, great but now I prefer hospital doctors as it’s a throat area problem”

“the GP referred me…I need special tests”

“some of the GPs I haven’t got a lot of faith in … my own one is fine”
“my own GP is good, he knows me I trust him… I always think of clinics as not having very good GPs, I don’t know why but I just think that”

“unless he was exceptionally good the last GP I went to was an idiot.”
Methods put forward by a few GPs in the groups to potentially overcome the issue of patients not wanting to be seen by a GP when attending the A&RMC ED:

· Establish the GP area clearly marked as part of the hospital’s specialist area run by GPs.

· Triage patients on arrival as ‘Emergency’ or ‘General Practice’ and direct them to the appropriate waiting areas.

· Instead of having a separate GP Clinic, have a GP working in the Emergency Department.  

None of these methods gained unanimous group support.

Individual comments …

“the problem is probably not the doctors, the problem I think is the cubicles and the space and where you go … because at Epworth, sometimes they have 4 doctors on staff, they have 10 cubicles and that’s it … really the place is full … it’s a physical thing”

“and Public Hospitals, ambulances regularly go and by-pass because they physically don’t have room for more bodies in beds”

“what you have demonstrated there is the majority of patients want to see a hospital doctor … the majority of people are going to want to see the people in the white coat that they’ve seen on TV shows”

“I agree with that, I mean I don’t agree with what you’ve found, that the need is there (for a GP After Hours Clinic) … but it seems that most people go to a hospital because they want to be there and they expect the care from that hospital.”

No. Patient Referrals Expected from A&RMC ED

GPs in the groups were shown the following results of Patient Surveys conducted at the A&RMC ED in 2002 after hours and 1999 on weekdays:

· 81% (39 out of 48) in 2002 were triaged Category 4

· 19% (9) were triaged Category 5

· 50% in 2002 were health care card holders

· 38% (18 out of 48) in 2002 were GP referred

· 36% (36 out of 100) in 1999 were GP referred.

The number of patients triaged Categories 4 & 5 at the ED averages around 3 per hour, with some exceptions during busier periods.

To recap, information provided by the A&RMC ED shows a total of 1,258 patients triaged Categories 4 & 5 presented to the ED on weeknights from 6.30pm to 11.30pm, and Saturdays and Sundays from 12noon to 11.30pm over the periods February to March 2002  -  an average of 3.2 per hour.

This figure is similar to that experienced by an existing After Hours GP Clinic located within a Private Hospital in inner Melbourne suburbs.  Reports from research information sources in other states of Australia indicate this patient number is insufficient for long term sustainability.

The GP attending one group estimated that he saw around a dozen patients in six (6) hours whilst working at the Mitcham After Hours Unit some time ago.

According to figures quoted in the 1999 Patient Survey approximately 25% or more patients presenting to the A&RMC ED are hospitalised.  

This figure is substantiated by data provided by the ED for the February to March 2002 period (as above), when 23% were admitted to wards or special observation units.

In light of this information GPs revisited the issue of the financial viability of an AHPMC GP Clinic.

The GPs came to the conclusion that a GP Clinic catering only to triage Categories 4 & 5 at the A&RMC ED would definitely not be sustainable without some form of financial subsidy.

Individual comments on financial issues …

“look we, in an less formal way, went through this with George (A&RMC ED Director) in the hospital some years ago and a stand alone Casualty … it doesn’t matter who staffs it to take the pressure off Casualty there are not enough patients in the Category (triage 4 & 5) even if you got them all to be seen by the GP … there are not enough patients to make it profitable, it just doesn’t pay for itself”

“well it’s stuffed financially if you’re only going to get that number of patients”

“if you look at trying to cream off the Category 4s & 5s who are at the ED into the After Hour Clinic that might be associated with the hospital ultimately those people are going to need to be bulkbilled (so it’s not financially possible)”

“so you must get a better or a much bigger referral base to make it viable, so it’s not going to work if it stands alone.”

Individual negative comments on the establishment of an AHPMC GP Clinic aimed at reducing the workload at the A&RMC ED …

“I personally feel that this (concept) has been mostly driven by the fact the Austin Hospital Casualty is overloaded and needs to try and find a way of unloading the overflow … I think that I personally would not be prepared to work after hours …  I don’t believe that my patients as a whole are compromised by the current system”

“if this funding is to relieve the burden on the Austin Hospital I will suggest that they should have their own emergency centres going on where the GPs will be staffing them”  

“if the Austin Hospital has a problem with their A & E Department I don’t know that the way to correct that issue is to try and dress it up as an issue for me out in the community and my patients”

“why are you assuming that we have to provide a service when a lot of us are saying it can’t be done, perhaps doesn’t need to be done? … we don’t have to make a model (for AHPMC).”

Additional comments relate to the impression by some GPs in each of the groups that the Health Department or Government is behind the concept.

From the perspective of some, if this is the case then the Government should fund the venture …

“it’s my impression that this is sort of a Health Department, Casualty Department driven idea … not Clinic driven”

“as I understand it this is all leading to some sort of response back to the appropriate bureaucracy as to whether we think it is a viable model or not … if the Government wants to do it then the Government should pay for it.”

8.4 What’s Needed to Improve AHPMC

in the North East Valley Area?

GP Focus Groups

At the end of discussions GPs in the groups revisited the question … Is there an actual need for an After Hours GP Clinic to improve After Hours Primary Medical Care in the North East Valley area?

The top line answer to this question was … No.
Again GPs discussed the concept of an AHPMC GP Clinic situated close to the A&RMC ED and servicing all after hours GP patients including those presenting to the ED.

Issues raised in this discussion:

· GPs in the North East Valley area, via the GP Survey have not shown a strong level of support for an AHPMC Clinic  -  only 25% of GPs in the total area.

· A stronger level of support and interest in participating in the Clinic would be required by GPs to ensure its success.

· Patients need to be educated to discourage inappropriate use of GP after hours services.

Individual comments refuting the need for an AHPMC GP Clinic to improve current provision of GP services to patients in the area …

“well my view is there a need?  as I perceive it the answer is no … but what is my perception based on?  it is based on the fact none of my patients are complaining about the inability to access us after hours … and I’m not hearing around me (among GPs in the group and GP colleagues) great stories of problems with people being neglected … and I’m the Deputy President of the State Medical Board and there are not large numbers of complaints coming to the medical board with people saying I’m dying because the doctor couldn’t get to me”

“no, no I’m looking in a health management sense so I would say from my perception and it’s a limited one … but limited to my practice, but I don’t see a problem (with currently available after hours service)”

“at the moment where my clinic is we cover ours till 7 o’clock at night … 7-8pm depending how late and both mornings on the weekend … and then we use a visiting service and our answering machine tells people that there will be a wait for them to be seen … and they can have a home visit out of surgery hours so I don’t see that there is a direct need in my clinic situation”

“I think we haven’t established a medical need for it, or a change … but there certainly seems to be a social or convenience need”

“the few points that have come out of this meeting …  1. is whether there is a need – in my view there is none … 2. if there is education for the patient it is a long term process … you can’t educate patients in the next one month or one year even, it is a continuous process”

“from my point of view … I think for my patients there’s very little need for a weeknight service … not that we are open till great hours, we close 6.30pm … 7pm is about our latest but most things either need the Emergency Department or can wait till the morning … one or the other”

“I think one of your questions should be what does the patient consider as an emergency? I don’t think people know what an emergency is … I think they know what convenience is … but emergency … perhaps we should just educate the patients … not go through enormous hoops to try and help the convenience factor.”

Again some GPs focussed on the Government as the main driver for a change in GP provision of After Hours services …

“it’s not appropriate that the Division should pay for after hours care because that’s money that’s coming out of the general pool of the Medicare rebates of General Practice … there’s extra services, there’s the population wants … so then the Government will have to pay for it some other way”

“well the real value of this sort of activity (group discussion), is that, given the changes that have occurred in the administration that relates to General Practice nationally over the last 12 years, there has been a bureaucratisation of things in Canberra … and there’s a very real need for people like you (group moderator) to say (to Government) ‘I’ve been talking to people who are in the trenches, people who are out there in the front line and do know the way it is’  … not the way somebody thinks it might ought to be or to bend things around in a way to more conveniently (please Government)”

“(the group moderator should) relay to the Government that we are doing a good job … we are providing after hours service … it may be not the after hours service that they want (but we are doing okay).”

These responses do not mean, however, that GPs feel current after hours primary medical care services are as good as they could be.

As previously mentioned GPs in the groups highlighted Saturdays, Sundays and long weekends as times when they perceived after hours GP service to be inadequate.

In addition, current Deputising Services, or lack of in some areas, come under criticism from GPs in the groups.

Need for Improved Deputising Services

Discussion about the need for improved Locum Services revolved around:

· the extensive waiting times for patients accessing Locum Services  -  believed by GPs to be exacerbated by the proportion of patients using this service for convenience rather than need

· a perception (of some GPs) that Locum Services place a higher level of importance on the business aspect of running a service than they do on patient welfare.

Typical comments …

“there are too many patients using Locum Services now because it is convenient and it interferes with the percentage that really have the need for after hours service … that’s why the waiting times are very long”

“I used to do a lot of Locum Service work and it was all convenience stuff”

“I’m just talking in a general way now … but perhaps the doctors that work for the Locum Services … the feedback I get is that sometimes they leave a lot to be desired and that’s because they are driven by the dollar aren’t they?  They are in and out as quick as they can and they don’t really feel an enormous sense of responsibility”

“those who are working in the Locum Services, like MMLS or the other one, at the moment can clear about $4,000 a week (and that’s a lot)”

“Locum Services have a relative margin that they just don’t want to service (like Diamond Creek”

“they’ll say that they will be there when they can, but you know 6 to 7 hours later they still haven’t arrived”

“I don’t think it’s any better here … you can wait 5-6 hours even around here in Doncaster, Lower Templestowe for a Locum to get there”

“I think the ground view is that if they are on a good run you can get them in 2 or 3 hours … certainly the later it is the longer it gets, and it can be anything up to 5 or 6 hours.” 

Individuals in the group then discussed the possibility of an AHPMC GP Clinic also providing home visits after hours to overcome the lengthy wait associated with Locum Service home visits.

However, catering for home visits as part of the provision of after hours care via a GP Clinic was viewed by GPs as a potential problem.

The major problem identified by GPs directly pertains to lack of safety for the doctor visiting an unknown patient who could be psychotic, be drug addicted and / or pose a safety risk.

Individuals in the groups also focussed on the unlikelihood of individual GPs, particularly females, being willing to provide home visits to patients other than their own, should an AHPMC GP Clinic be required to provide this service.

Specific comment from a female GP …

“the problem about doing that it’s not just your patients and you how do you know what that person on the other end is like … I mean as a woman I don’t want to go at 3 o’clock in the morning to some person’s house that I know nothing about, I don’t know whether they are a drug addict, I don’t whether they psychotic, I don’t know anything about them … I don’t want to go, I don’t want to risk my life.”

In addition, some concern was expressed about the need to work with Locum Services rather than against them, given that:

· Locum Services would still be needed for home visits when the AHPMC GP Clinic was closed, and:

· this is unlikely to appeal to these services as a sole service on-call time frame

· by directly threatening Locum Services as they currently run, could mean they could go out of business  -  potentially detrimental to all areas of Melbourne.

Specific comment from a single GP on GPs and Locum Services working together …

“you need to work in cooperation with the Locum service … the relationship of the doctor working with the Locums is important.”

Comments from most other GPs in the groups are not so positive, tending to focus solely or mainly on the perceived lack of adequate service provided by Locums …

“their response (Locum Services) is and they will tell you as soon as you ring them “Look we won’t get a doctor there for at least 4 hours” … so then the choice is what we do for our patients … look often we go out and see them ourselves but if we can’t get to see them … if that’s not possible, if its considered urgent we send out an ambulance to take them to hospital … or if it’s not urgent we tell them there is a Locum Service available but you’ll wait many hours for it”

“it’s even worse during the day actually”

“that’s what I’m saying … Locum Services are terrible”

“whether it (an improved AHPMC service model) was looking at something that was linked to a Locum Service … because that’s where I think the after hours care needs to improve rather then set up a GP Clinic.”

In light of these comments many GPs in the groups concluded that, even if GPs in the North East Valley area supported an AHPMC GP Clinic they would still individually need to provide their own patients with an extended service via their own GPs or Locum Services as they do currently.

This perceived need then raises the question … Will an AHPMC GP Clinic actually improve service to patients when Locum Services, as they currently operate, are still required to be used?

In the main GPs in the groups were of the opinion that it will not.  In forming this opinion GPs again revisited their conviction that perhaps there is no need for improved services per se, except on weekends and public holidays.

Discussion by GPs in one of the focus groups then turned to the potential role of Nurses in the community as a resource to lighten the load of hospital staff through ‘Home in the Hospital’ where Nurses take responsibility for triaging patients out of hospital into the community.  

Role of Nurses in the Community

One GP cited the Melbourne suburb of Elsternwick, as an area where Nurses are currently filling a void via their work in hospitals and subsequent patient care in the community following hospital discharge.

From the perspective of this doctor, through this work Nurses are actually positioning themselves to handle the community care.  

A couple of others felt that Nurse Practitioners represent an excellent untapped resource for home visits after hours, given there is a much larger pool of Nurses to draw on than there are GPs.

Others were not sure.

From their perspective: 

· After Hours Care packages, the hospital triage discharge procedure and those involved in this procedure are confusing and not well organised

· GPs are not given feedback about triage discharges  -  instead they are left out of the communication chain

· it’s one thing to talk about improved community care employing Nurses for home visits  -  it’s another to find the funding for any such improvement.


GPs views on determining a need for an AHPMC GP Clinic to improve After Hours Primary Care services in the North East Valley area:

· Around 10% of after hours calls actually require immediate medical attention  -  a patient need vs convenience issue.

· Patients are reluctant to pay for after hours services.

· The establishment of an AHPMC GP Clinic does not overcome the need for after hours Locum / on-call services for home visits / late night & early morning.

Consensus of Opinion among GPs in the Groups: 

· The level of interest by GPs, via the GP Survey, in establishing an AHPMC GP Clinic does not provide strong evidence that after hours care is an issue for the majority of GPs in the North East Valley area.

· Perhaps current use of and attitudes toward after hours GP services by patients does not demonstrate a need for service improvement, but rather a need for patient / consumer education on inappropriate versus appropriate use of such services  -  including use of A&RMC ED

This view is supported by input from the Division’s Consumer Reference Group.

· The number of potentially suitable patients generated by the A&RMC ED after hours is not sufficient to financially sustain an AHPMC GP Clinic relying only on this source of referral.

· There is a need for improved Locum Services for home visits.

· There is a need for improved patient access to GP after hours services on Saturdays, Sundays, long weekends  -  particularly for sports injuries, parents with young children, ancillary services  eg. x-rays / pathology.  

On the last point, it is interesting that GPs in the groups seemed to have little to no knowledge of what GP Practices in the North East Valley area are open on weekends, other than their own, thus emphasising the closed frame of reference in which many practices still work.

Whilst the NEVDGP’s Survey of the eighty nine (89) GP Practices in the North East Valley area shows that:

· 21% are open for extended weeknight services

· 21% are open on Saturday mornings

· 12% are open on Saturday afternoons

· 30% are open on Sundays.

Comparisons of After Hours GP Service provisions in Perth, W.A. metropolitan areas and the NEVDGP area:

· A survey of general practices in Perth metropolitan areas in 1997 (Hyndman, J & Holman, CD) showed that:

· 6% of practices provided a week day evening service  -  compared with 21% in the NEVDGP area

· less than 2% of practices were open on Sundays  -  compared with 29% open on Sunday mornings and 10% open on Sunday afternoons in the NEVDGP area.

These finding coupled with the finding in the Patient Survey, that around two (2) in ten (10) patients were not aware of what GP services were available after hours, suggests there is an opportunity to improve patient access by:

· an up to date directory to be complied by the Division and circulated to all its GP Members

· some form of collaboration for GPs to work together in identifying for patients those surgeries known to offer after hours services, ensuring patient records are returned to the referring doctor.
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Research Sources of Reference & Contributions

Sources of Reference:
· ‘After Hours Primary Medical Care Services in Australia’ by Dr. Rob Pegram November 2000.

· ‘After Hours Primary Medical Care National Workshop’  -  Beyond the Trials Proceedings Report March 2001.

· Commonwealth Government Requirements for AHPMC Seeding and Implementation Grants (Appendix V).

· NEVDGP and A&RMC GP Emergency Care Program Report by Elizabeth Branigan March 1999.

· West Victoria Division of General Practice.

· Central Highlands Division of General Practice  -  recently receiving seeding funding for a proposed AH GP Service model incorporating a telephone triage system.

· Maitland/Hunter (NSW) trial conducted by the Hunter Urban Division of General Practice (HUDGP), the Hunter Area Health Service (HAHS) and Maitland Hospital, also incorporating a telephone triage system.

· Central Sydney/Broken Hill (NSW) trial developed by a partnership of the Central Sydney Area Health Service and the Central Sydney and Canterbury Divisions of General Practice.

· Epworth Hospital AH GP Clinic

Inner East & Melbourne Divisions of General Practice.

· Whitehorse Division of General Practice  -  Practice Manager for “Eastern Suburbs GPs After Hours Pty. Ltd.”, a Cooperative of GPs initially set up by the Whitehorse Division.

· Box Hill Hospital  -  with no AH GP Clinic.

· Geelong Division of General Practice.

· St. Vincents Hospital GP Liaison Officer.

· Mornington Peninsular  -  Rosebud Hospital

· Medicentre Frankston  -  a private organisation formed to provide individual GPs with an after hours facility located in Frankston Hospital.

· Knox Division of General Practice.

· Queensland Division of General Practice.

· Western Australia Division of General Practice.

· Telephone Call Centre Resources operating in Canberra & Western Australia.

· After Hours Program Officer GPDV – Dr. Nicole Petterson.

· Deputising Services operating in Melbourne metropolitan.

· AHPMC National Workshop March 2002.

Research Contributions:
· NEVDGP :  Ken Mansbridge CEO, Dr. Rob Currie, Executive Director.

· Dr. Jenny Ouliaris, the GPLO at the A&RMC, and a Member of NEVDGP.

· A&RMC  :  Dr. Craig White, Executive Director Clinical Services, Dr. George Braitberg, Director, Emergency Department, Dr. Alan Paul, Director Primary Care Liaison Unit, A&RMC Triage Staff.

· GP Survey of NEVDGP Members.

· GP Focus Discussion Groups.

· Patient Survey at A&RMC ED

· NEVDGP Consumer Reference Group. 
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NEVDGP GP Survey Letter:

23 January 2002

Dear Colleague,

Attached to this short note is a very simple but very important survey regarding After Hours Service Provision as it relates to your practice. 

As the survey notes, the Division has been funded by the Commonwealth to investigate the feasibility/desirability of the establishment of an After Hours General Practice staffed clinic to supplement existing After Hours services in the North East of Melbourne, and in particular those provided by the Austin & Repatriation Medical Centre.

Such a clinic has worked successfully to our South East in the Whitehorse Division of General Practice for a number of years, based around Box Hill, where GPs work for an agreed hourly rate on a rostered basis.

In the case of the North Eastern suburbs, the Clinic could potentially provide an additional resource for both private & public after hours patients.

The survey seeks both general information as it applies to your practice and specific information as it applies to your individual interest in supporting such a facility if it did eventuate.

The survey should only take a couple of minutes, and we would welcome any additional comments you might have.

Responses can be either faxed (9496 4349) or mailed (reply paid provided) back to the Division for collation.

Thank you for taking the time to complete this short survey.

Rob Currie

Medical Director

GP Questionnaire      

Is After Hours Care a Problem for YOUR Clinic?

This survey is anonymous except for your Postcode unless you indicate your contact details to be part of a focus group (last question)
North East Valley Division of General Practice has received a COMMONWEALTH GRANT to investigate the development of a model that addresses the issue of After Hours Primary Care in the North East Valley area without increasing GP workload or disadvantaging local practices.

This survey is designed to demonstrate the need for service improvement in the North East Valley area if such a need exists.  To confirm the findings of this survey the Division will also conduct GP focus groups to enable further in-depth exploration and development of any GP-preferred model.

To assist the Division in this process, could you please read the statements below and circle the box that indicates YOUR RESPONSE: There are questions on both sides of this sheet.
	There is a need for increased after-hours primary medical care in the North East Valley area


	AGREE
	DISAGREE
	DON'T KNOW

	My patients need for after-hours primary medical care is NOT adequately met at present


	AGREE
	DISAGREE
	DON'T KNOW

	The quality of after-hour care provided by medical locum services is adequate to meet my patients needs


	AGREE
	DISAGREE
	DON'T KNOW

	My practice adequately meets the after-hours primary medical care needs of my patients (via locum, on-call, extended hours)


	AGREE
	DISAGREE
	DON'T KNOW

	The need to provide after-hours primary medical care places an unreasonable strain on my practice (financial, workload, etc)


	AGREE
	DISAGREE
	DON'T KNOW

	I require better communication from hospital Emergency Departments following after-hours attendance by my patients


	AGREE
	DISAGREE
	DON'T KNOW

	I support the Division's role in investigating locally applicable after-hours options which are GP-inclusive and ensure that attending patients are referred back to their normal GP for ongoing management


	AGREE
	DISAGREE
	DON'T KNOW

	The Division should investigate the provision of after-hours primary medical care via a GP co-operative model


	AGREE
	DISAGREE
	DON'T KNOW

	The Division should investigate the provision of after-hours primary medical care utilising a system of rostered practices


	AGREE
	DISAGREE
	DON'T KNOW

	The Division should investigate a model of after-hours primary medical care that includes initial  telephone triage (GP or Nurse)


	AGREE
	DISAGREE
	DON'T KNOW

	The Division should investigate a model of after-hours primary medical care that includes collaboration with hospital Emergency Departments


	AGREE
	DISAGREE
	DON'T KNOW

	I SUPPORT in principal the establishment of a GP run After Hours Clinic providing after-hours primary medical care


	AGREE
	DISAGREE
	DON'T KNOW

	I would consider USING a GP run After Hours Clinic to provide after hours primary medical care for my patients


	AGREE
	DISAGREE
	DON'T KNOW

	I would consider PARTICIPATING on a paid roster basis in a GP run After Hours Clinic


	AGREE
	DISAGREE
	DON'T KNOW

	I would consider STAFFING on a roster basis a GP run After Hours Clinic if it took care of my patients after hours primary medical care needs.


	AGREE
	DISAGREE
	DON'T KNOW

	I would be interested in being part of a focus group to explore further the feasibility of a GP run and staffed After Hours Clinic
	YES

Name ……………………………..

Tel.No. ……………………………


	NO

	Further comments or issues you would like considered.




My POSTCODE is …………………..

Thank you for your contribution! Please either Fax the survey back to the Division 

(9496 4349) or use the anonymous reply paid envelope included with this survey. 

Appendix III

North East Valley Division of General Practice and A&RMC Emergency Department Patient Questionnaire 2001 - 2002

Date………………………  Triage Category …………….

Time of Presentation to ED ………………………………

Time of Interview …………………………………………

Referral Source:
GP  1          Self   2         Other  3  ……………………….

Demographics

Male   1                    Female     2

Age Adult / Parent:
Under 18 ( ……..)

1




18 – 24


2

25-34 3

35-44 4

45-54 5

55-64 6

65 and over


7

Suburb of Residence ……………………  Post Code ……………….

Pension Card:     Yes   1     No    2      Health Care Card:       Yes    1       No    2

Main Language Spoken at Home ………………………………. 

Occupation ………………………………………………………

Mode of Travel to Hospital:



Own Car




1

Driven by Relative/Friend


2

Train or Bus




3

Taxi





4

Ambulance




5

Walked




6

QUESTIONS

What is the nature of the illness / injury that has brought you to the Emergency Department today / tonight?

Do you have a family general practitioner (GP)?      Yes   1          No   2

Does he / she bulk bill your consultations?      Yes    1         No    2

Does your GP / local GP have an after hours service?

Yes                    1

No                     2

Don’t Know      3

IF Yes ….  What time is this after hours service available?

                    Weeknights   ………………………

                    Saturdays       …………….………..

                    Sundays         …………….………..


        Is this a Locum / Deputising Service or your own GP/s?

                    Locum          1                   GP             2

                    How can you access this service?

                    Ringing the GP’s surgery               1

                    Other                                               2

                    (please specify) 

                    What is the fee charged to you, if any, for this after hours service? 

Have you ever accessed an after hours GP service?

Yes   1           No      2             Can’t Remember      3

(IF YES)

For what reasons did you access an after hours GP service?  (Prompt for time of day / night / reasons).

How satisfied were you with the after hours GP service you accessed?

 (ASK ALL) …….. What are the reasons you chose to attend the Emergency Department today / tonight rather than your own / a local GP? 

(DO NOT READ OUT -  MULTIPLE RESPONSE)

No After Hours GP Service Provided





 1

GP After Hours Service Costs Too Much / ED Free



 2

GP After Hours Takes Too Long / ED Gives Immediate Attention

 3

Hospital Has Specialists Available /  I Need a Specialist


 4

I Might Need an X-ray / Special Tests




 5

X-rays / Tests at Hospital / ED are Free




 6

I Always Come Here during Normal Hours / After Hours


 7

Hospital Has My Files






 8

Ambulance Brought Me Here






 9

I Consider My Illness / Injury to be an Emergency



10

I Feel Most Comfortable being in the Hospital Environment

        In Case Something Goes Wrong





11

Other (please specify)







12

Have you ever attended this after hours Emergency Department in the past?

Yes

1


No

2

(IF YES)

In terms of meeting your expectations / needs how would you describe your past attendance at this after hours Emergency Department?

So far, how do you feel about / how would you describe this visit to the hospital Emergency Department?  (Explore expectations / perceptions of waiting time / severity of condition as per triage category / etc)

For this visit, if there was a GP Clinic close to the Emergency Department for after hours service, how likely would you be to decide to see a GP instead of other hospital doctors?  (Explore fully)

Why is that?  (Explore perceptions / expectations / information needed about the GP Clinic / reasons fully)

For this visit, if you could be seen more quickly by a GP in a Clinic within the Emergency Department, how would you feel about seeing a GP instead of other hospital doctors?  (Explore fully / identify information needs / expectations / reasons why / why not)

Should you require after hours service in the future, under what circumstances, if any, would you consider / be happy seeing a GP in a Clinic close to the Emergency Department at this hospital?

Lastly, what is your opinion of the concept of having a GP Clinic close to the Emergency Department for after hours service where:

You were given the option to see a GP in this Clinic?

The GP you see would send the results of your visit direct to your own GP for his / her records?

You were bulk billed for seeing the GP?

You needed to pay for seeing the GP?

The GP could order tests / x-rays /etc on the spot if required?

The GP could refer your to your own GP for follow-up if necessary?

NOTE:  

(Interviewer) Seek permission from the patient to do a telephone follow up interview to assess levels of satisfaction with waiting times at ED.

Thank You

Appendix IV

Appendix V

Commonwealth AHPMC Grant Requirements & Information

3.1 After Hours Primary Medical Health Care (AHPMC) Development Grants Program

  3.2  Objectives 

The objectives of the AHPMC program are to:

· Facilitate the development and implementation of new and / or improved after hours primary medical care services across Australia in areas where there is a demonstrable need for service improvement;

· Improve consumer access to AHPMC services;

· Improve providers’ ability to provide quality care at all times, through the lessening of unreasonable after hours work demands;

· Improve continuity of care provided after hours, with in-hours care providers; and provide better communication links between providers (including the hospital sector) and between providers and consumers.

3. 3 CFP – 2 After Hours Primary Care Medical Care Service Development Grants

Through this call for proposals, funding will be made available on a competitive basis for after hours implementation where initial planning has substantially progressed to allow for a ‘live phase’ commencement date for service provision no later than (second round) April 2002.

Funding details of relevance:

· There is no pre-determined funding limit for individual projects competing in this round.

· The amount of funding available for each project will vary depending on project size, scope and duration.

· Proposals should seek to establish or enhance after hours primary care service provision in a geographical area.  

3.4 Requirements against which ‘Service Development’ proposals will be assessed.

  3.4.1  General Requirements (in brief)

· Specify understanding of current After Hours service:

· provision levels in local area

· demonstrate current service shortfalls eg. workforce / access / poor infrastructure.

· Outline needs assessment to include views of:

· Local GPs

· Hospital service providers

· Deputising services

· Community

· Division of General Practice

· Area Health Service and / or State Government.

· If proposal will affect other services, a plan for management of change.

· Must provide full detailed and phased implementation plan.

· Must assess how proposed service interacts with other government programs such as Practice Incentives Program (PIP), Australian Medical Deputising Scheme, Divisions of General Practice Program.

· Must have demonstrated support of majority of GPs in area of operation.

· Must describe how service will achieve long-term sustainability.

· Must meet ALL requirements for practice accreditation for participating practices, including provision of home visits where necessary and 24-hour access.

· Proposed billing or other financial arrangements must be compatible with the Trade Practices Act, the Health Insurance Act and any other relevant legislation.

· Must include an appropriate evaluation strategy.

  3.4.2  Operational Requirements

· Should provide single point of contact for patients (triage nurse / GP / or Clinic).

· Proposed Clinics co-located to large emergency departments need to have distinct After Hours primary care objectives and operational plans.

· Clinical governance arrangements (such as a Clinical reference group) need to include quality assurance processes and be clearly outlined.

· Service governance & management arrangements need to also include arrangements for addressing quality assurance and need to be clearly outlined.

· Detailed plan including proposed methodology for assessing & monitoring performance of service against agreed indicators such as:

· Waiting times

· Complaints monitoring

· GP satisfaction

· Patient satisfaction.

· Provision of safe working environment for participating GPs and consumers.

· Must provide access for patients with physical difficulties due to:

· Chronic illness

· Frailty

· Severe social disadvantage,

        such as home visits and / or funded transport.

· Must cover the specified population for ALL after hours periods.

  3.4.3  Communication Requirements

· Must have detailed communication strategy to include:

· Planning for continuity of service  -  including defined processes for communicating back to participating GPs.

· Processes for ongoing stakeholder input (including consumers).

· Community consultation and education strategy for informing the population, including other providers in the region, of proposed service.

  3.4.4  Finance & Budget Requirements

· Detailed budget must include:

· Breakdown of costs relating to actual service, administrative support, any capital purchases.

· Breakdown of costs relating to management & administration of service.

· Details of any expected income outside grant sought (eg. GP subscriptions, hospital contributions or state grants).

· Details of any proposed in kind contributions.

Where any requirement is not addressed by the proposal, applicants should clearly state why.

  3.4.5  Cultural, Community or Organisational Issues

Proposals should identify any particular cultural issues and how the proposed service will meet the needs of these groups.

  3.4.6  Reporting Requirements

Successful proposals will need to provide written reports at three months (short progress report), six, twelve, and for two year grants, eighteen months (major report).
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